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Abstract—Borderline Personality Disorder (BPD) is a common 

mental disorder associated with high rates of suicide, severe 

functional impairment, high rates of comorbid mental disorders, 

intensive use of treatment, and high costs to society. In recent 

years, research findings have contributed to an improved 

understanding and therapy of these difficult-to-treat patients. 

 In most cases a combination treatment, at least in the early 

phase and in more severe cases, of medication and psychotherapy 

is helpful. On the psychotherapeutic side, a communication-

focused approach often shows superior results in clinical 

practice. Helping the patient create greater awareness and 

insight into internal and external communication patterns 

usually leads to greater insight into needs, values and aspirations 

and change in the communication patterns so that they can be 

met and the quality of life increased. 

 
Index Terms—Borderline Personality Disorder, BPD, 

treatment resistant, diagnosis, treatment, medication, 

psychotherapy, psychiatry 

 

 

 

I. INTRODUCTION 

ORDERLINE PERSONALITY DISORDER is a common 

mental disorder associated with high rates of suicide, 

severe functional impairment, high rates of comorbid mental 

disorders, intensive use of treatment, and high costs to society. 

Borderline personality disorder is associated with severe and 

stable functional impairment and characterized by a high risk 

of suicide. Patients have more functional impairment and 

higher use of treatment than do patients with major depressive 

disorder. The mortality rate from suicide is around one of ten. 

In recent years, research findings have contributed to an 

improved understanding and therapy of these difficult-to-treat 

patients.  

Borderline personality disorder (BPD) is a debilitating 

mental disorder characterized by severe instability in affect, 

identity, interpersonal relationships, and behavioral 

 
 

dysregulation. Alongside a vast array of comorbidities, 

parasuicide (i.e. nonlethal intentional self-harming behaviors) 

and suicide are commonly associated problems. More than 

75% of patients with BPD are believed to engage in deliberate 

self-harm. Suicide rates are estimated to be between 8% and 

10%, almost 50 times higher than in the general population. 

Borderline personality disorder is the most common 

personality disorder in clinical populations, associated with 

intensive use of mental health services even in the absence of 

a full diagnosis. Functional impairment is considerable 

compared with other personality disorders and is enduring in 

the absence of a change in personality psychopathology. 

 

II. EPIDEMIOLOGY 

Statistics on the prevalence of borderline personality 

disorder vary widely, mostly between one in twenty and one in 

two hundred. Several problems, some of them conceptual in 

nature, some more practical, contribute to this enormous 

range. One reason may be that many individuals, particularly 

those with less severe form of BPD, never attend treatment, 

while another problem is the difficulty in defining where the 

proper diagnosis begins. As is true for most other psychiatric 

conditions, a diagnosis is not derived from a commonly 

accepted etiology, but induced from a bundle of symptoms, 

which are often nether clearly defined in their nature nor in 

their intensity. 

There is no evidence that borderline personality disorder is 

more common in women. However, it may manifest 

differently in some symptoms in men and women. In clinical 

populations, borderline personality disorder is the most 

common personality disorder, with a prevalence of one out of 

then psychiatric outpatients and around one out of five 

inpatients. In a study of a non-clinical sample, around six 

percent could be diagnosed with borderline personality 

disorder. In primary care, the prevalence reported for 

borderline personality disorder was four-times higher than that 

in the general population, suggesting that individuals with this 

disorder are frequent users of general medical care. 
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III. DIAGNOSIS 

The symptom dimensions of BPD are as follows: 

• Affective dysregulation 

• Impulsive-behavioral dyscontrol 

• Cognitive-perceptual distortions 

According to the current psychiatric classification system in 

the fourth edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-IV), borderline personality disorder is 

characterized by a pervasive pattern of instability in 

interpersonal relationships, identity, impulsivity, and affect. 

For a diagnosis of borderline personality disorder, at least five 

of nine criteria must be met, which has been retained in the 

DSM-V. Suicidal tendency or self-injury and unstable 

relationships seem to be the most predictive features. 

The DSM-5 defines the main features of BPD as a pervasive 

pattern of instability in interpersonal relationships, self-image, 

and affect, as well as markedly impulsive behavior. In 

addition, the DSM-5 proposes alternative diagnostic criteria 

for borderline personality disorder in section III, "Alternative 

DSM-5 Model for Personality Disorders". These alternative 

criteria are based on trait research and include specifying at 

least four of seven maladaptive traits.  

The symptoms of BPD can be grouped into five main areas 

of dysregulation (Linehan): emotions, behavior, interpersonal 

relationships, sense of self, and cognition. Classically, BPD is 

associated with emotion dysregulation and affective lability 

internally and in interactions with others. The emotions that 

pose a challenge can include anger, sadness (fear of 

abandonment), helplessness and others. These dynamics then 

often lead to chaotic relationships and other unstable 

situations, particularly where there is an interpersonal aspect 

to them. 

Unhelpful internal communication patterns and disturbed 

internal communication processes contribute to an unstable 

sense of self and identity issues. However, this is the result not 

of a loss of control or dysregulation in the stricter sense, but a 

lack of the right information in the right place at the right time. 

Suicidal behavior, impulsive behavior, cognitive 

phenomena, including dissociative responses and narrow, rigid 

thinking, are all a result of unhelpful and maladaptive 

communication patterns, which make the world and the own 

sense of self seem more fragile and uncertain. Meaningful 

information creates a sense of certainty and security in the 

world, a lack of it a feeling of chaos. 

 

IV. COURSE 

Although more stable than major depressive disorder, 

borderline personality disorder seems to be less stable over 

time than expected for personality disorders. High rates of 

remission were reported in both short-term and long-term 

follow-up studies. The rate of remission does not seem to be 

affected by major depressive disorder. By contrast, the rate of 

remission of major depressive disorder does seem to be 

significantly reduced by co-occurring borderline personality 

disorder. 

Affective features (e.g. anger, anxiety, depression) and 

interpersonal features indicative of abandonment and 

dependency seem to be the most prevalent and stable, whereas 

impulsive symptoms (e.g. suicide efforts, self-injury) and 

interpersonal features indicative of treatment regressions 

appear the least prevalent and consistent. 

The intensity of the symptoms tends to decline over time. 

This also means that personality disorders such as borderline 

personality disorder become more correlated with each other 

and less distinct as individual disorders. Personality traits 

seem more unstable in patients with borderline personality 

disorder than in patients with other personality disorders, 

while changes in personality traits lead to changes in the 

borderline psychopathology, but not in the opposite direction. 

Data from most studies show that patients with borderline 

personality disorder are not at higher than average risk for 

schizophrenia or bipolar disorder. 

 

V. COMORBIDITY 

Borderline personality disorder is regularly associated with 

comorbid axis I and axis II disorders. More than eighty 

percent of patients with borderline personality disorder meet 

criteria for having one or more 12-month axis I disorders, and 

more than seventy percent meet criteria for another lifetime 

axis II disorder. 

Borderline personality disorder is most frequently 

associated with mood disorders, anxiety disorders, and 

disorders associated with substance misuse. With a lifetime 

prevalence of about forty percent, post-traumatic stress 

disorder is common but not universal in patients with 

borderline personality disorder, which questions the view of 

borderline personality disorder as a complex form of post-

traumatic stress disorder. In clinical practice, one sees 

regularly patients with borderline personality disorder who 

never subjectively experienced any major traumata. 

Borderline affects men and women, probably at similar 

rates. Any differences in its diagnosis may also be due to the 

differences in which it manifests. Men may have more 

substance abuse and a greater tendency for dissocial behavior, 

while women may tend more towards eating disorders and 

self-harm. 

About a quarter of patients with borderline personality 

disorder have good psychosocial functioning, but almost 80% 

lose this level of functioning over time and do not regain it. 

Personality disorders have a negative effect on the treatment 

outcomes of various axis I disorders. 
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VI. LIFE EXPERIENCE 

Patients with borderline personality disorder report many 

negative events (e.g. trauma, neglect) during childhood and 

substantially more adverse events than do patients with other 

personality disorders. However, no close association between 

these experiences and the development of psychopathological 

changes in adulthood has been identified. For this reason, an 

interaction between biological (e.g. temperamental) and 

psychosocial factors (e.g. adverse childhood events) will 

probably provide the best explanation of how the condition 

develops, consistent with results from recent studies of 

gene/environment interaction in this disorder. The figure 

shows the biopsychosocial model of borderline personality 

disorder. 

 

VII. THE DISCONNECT 

Whether the sense of an inner void or losing connectedness 

with others, both point to a deficit in connecting and 

communicating with oneself and others. The exchange of 

meaningful messages is severely affected in borderline 

personality disorder. In the better functioning patients, it may 

be that communication with oneself and others is only less 

functional to a degree that it does not interfere with life to a 

major extent. (Haverkampf, 2010a) 

 

VIII. BIOLOGY AND ENVIRONMENT 

It is usually assumed that the biology and the environment 

interact in a way that creates a higher risk to develop the 

condition. Since internal and external communication patterns 

are a result of biological traits and acquired and merged 

patterns, borderline personality disorder, or any personality 

disorder, usually is a result of biological and 

socioenvironmental factors. Communication patterns develop, 

change and fade over an entire life-time and so can lead to 

varying types and intensities of symptoms or unhelpful 

cognitive and behavioral patterns, which also includes the 

processing and working with the own emotions and those of 

others. 

The high emotional sensitivity, high reactivity and extreme 

reactions, and a slow return to baseline, have often been 

interpreted by dysregulation. However, this overlooks the fact 

that autoregulatory systems are present also in someone with 

BPD. However, the information these regulatory systems use 

seems different in patients with borderline personality 

disorder. Research has indicated differences among control 

participants and patients with BPD in volume and activation of 

the amygdala and hippocampus, which are all implicated in 

emotion control. However, even if there is biological 

predisposition for variations in the emotional control system, 

how it reacts depends on the information from the inside and 

the outside. It is also possible that slight morphological 

variations lead to information which maintains or even 

increases the divergence from a population not affected by 

BPD. 

An environment that has maladaptive patterns in 

communicating emotions, and other meaningful information, 

internally or externally, usually displays a greater tendency 

towards explosiveness, punishing silence, emotional abuse, 

and other communication strategies that are not only hurtful 

but also doomed to fail because what is supposed to get 

communicated never is. The result is that individuals feel 

misunderstood, hurt and disconnected. Children who are more 

likely to see actions and behaviors around them in reference to 

themselves, feel the negative emotions, the hurt, the pain, the 

helplessness, the lack of a secure feeling in the world and the 

disconnectedness, but without the tools to communicate them, 

in silence. Over time, any emotional regulation system can be 

expected to break down, because communication as a main 

regulatory mechanism is missing. 

 

A. Genetic factors and neurobiology 

Evidence has emerged that genetic factors contribute to the 

development of borderline personality disorder; however, no 

specific genes have yet been clearly identified as causative. A 

moderate heritability for some core traits has been reported. In 

studies of twins, heritability scores for the full diagnosis were 

0.65 to 0.75, consistent with heritability estimates for 

personality disorders in general (40%–60%). 

Impulsive aggression, common in patients with borderline 

personality disorder, is associated with reduced serotonergic 

responsiveness, and some genes that might be linked to 

psychopathological changes in the disorder are involved in the 

serotonergic system. Thus, the serotonin system is the 

neurotransmitter system of greatest interest in these patients 

and is the assumed site of action for specific selective 

serotonin-reuptake inhibitors. A correlation between variations 

in the sequence coding for the serotonin transporter gene and 

development of borderline personality disorder has been 

reported, but its significance is still unclear. Presence of the 

short allele of 5-HTTLPR can also indicate a poor treatment 

response to fluoxetine in patients with borderline personality 

disorder. Polymorphisms in 5-HTTLPR might also modulate 

the association between serious life events and the 

development of impulsivity in patients. 

Another gene that has been implicated in impulsive 

aggression and suicidal behavior is the tryptophan hydroxylase 

gene (TPH), which encodes the first enzyme in serotonin 

biosynthesis. Two isoforms are known— TPH-1 and TPH-2. 

Patients with borderline personality disorder have a higher 

frequency of two of eight polymorphisms in TPH-2 than do 

controls. Also, in a case-control study, patients with borderline 

personality disorder had a greater frequency of polymorphisms 

in the variable number tandem repeat of the high-activity 
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monoamine oxidase A gene promoter allele than did healthy 

volunteers. 

Thus, abnormalities in the functioning of the serotonin 

neurotransmission system seem to underly the impulsive 

aggressive symptoms, and this defect might be associated with 

specific genetic risk factors. However, there is also data from 

patients with borderline personality disorder without comorbid 

post-traumatic stress disorder, that there may be a greater 

suppression of cortisol, interpreted as increased feedback 

inhibition of the hypothalamic-pituitary-adrenocortical axis. 

 

IX. TREATMENT 

The American Psychiatric Association’s practice guideline 

recommends psychotherapy as the main treatment of 

borderline personality disorder, with pharmacotherapy as an 

adjunctive component of treatment that targets state symptoms 

during periods of acute decompensation and trait 

vulnerabilities. The psychotherapy should achieve long-term 

stability in thought and emotional patterns, while the 

medication can take the edge off in the short- and medium-

term. 

 

X. PHARMACOTHERAPY 

Drug treatment of patients with borderline personality 

disorder (BPD) is common but often not supported by high-

quality research. There is some evidence for beneficial effects 

of second-generation antipsychotics, mood stabilizers and 

omega-3 fatty acids, but the existing data is far from painting a 

coherent overall picture. Since no medication is licensed 

specifically for BPD, prescribing for BPD is technically off-

label.  

Guidelines differ on recommendations pertaining to 

pharmacotherapy. Specific to second-generation antipsychotic 

(SGA) use, the 2001 American Psychiatric Association 

guidelines, the oldest of available guidelines, recommend a 

low-dose antipsychotic for management of cognitive-

perceptual symptoms. The 2007 World Federation of Societies 

of Biological Psychiatry guidelines state that moderate 

evidence is available supporting the use of SGAs for treatment 

of cognitive-perceptual symptoms, and impulse behavior 

control. The 2012 National Health and Medical Research 

Council guidelines, which are the most recent guidelines, 

argue that there is a lack of sufficient reliable evidence to 

formulate an evidence-based recommendation to support the 

use of a particular agent to target specific outcomes. The 2009 

National Institute for Clinical Excellence guidelines 

recommend against any medications used specifically for 

BPD, in an attempt to decrease possible polypharmacy. 

 

Because of the significant comorbidity with depression, 

anxiety and other conditions, a significant quantity of the 

medication may not be prescribed off-label, however. 

The antidepressants amitriptyline and imipramine have 

shown to be more effective than placebo for some symptoms 

of depression, but not for other symptoms of borderline 

personality disorder. Few differences between monoamine 

oxidase inhibitors (phenelzine) and placebo were reported. 

Phenelzine reduced hostility, but not depression. 

In one RCT, fluoxetine was not clearly more effective than 

placebo for depression, but a beneficial effect on anger was 

reported. In another RCT, beneficial effects of fluvoxamine on 

mood shifts were reported, but not on aggression or 

impulsivity. In some studies, the typical antipsychotic 

haloperidol was more effective than placebo for several 

symptoms, but results vary. 

Haloperidol seems to be more effective than tricyclic 

antidepressants (amitriptyline) for hostility and schizotypal 

symptoms. Phenelzine was more effective than haloperidol for 

some symptoms (e.g. depression, anxiety, schizotypal 

symptoms), but not for others (e.g. impulse control). 

In two RCTs, the atypical antipsychotic olanzapine was 

more effective than placebo for several, but not all, symptoms; 

however, in another RCT, no superiority of olanzapine over 

placebo was reported. Olanzapine monotherapy and 

olanzapine combined with fluoxetine were more effective than 

fluoxetine alone for depression and impulsive aggression. This 

combination had no advantage over olanzapine monotherapy. 

Ziprasidone had no superiority over placebo. 

One reason for the different findings among second 

generation antipsychotics could be that patients with different 

symptom patterns are included. The fear of losing oneself, that 

is the connection with oneself, for example, may be very 

different from the fear of losing connection with others and 

the world, which is related to the efficacy of external 

communication. (Haverkampf, 2010b, 2010a) 

Beneficial effects on depression, aggression, and other 

symptoms were reported in some RCTs, but not in others. 

Many of the findings are based on single RCTs or on small 

samples of patients. Some studies (e.g. of olanzapine) included 

only female patients. Only a few studies included long-term 

follow-ups. 

Additional psychotropics tend to be added to existing 

regimens in efforts to augment existing regimens, perpetuating 

psychotropic polypharmacy in this patient population. Studies 

have shown rates of 40% to 57% of BPD patients taking 3 or 

more standing psychotropic medications, illustrating that 

psychotropic polypharmacy is a serious issue in this 

population. However, psychotropic polypharmacy is not 

supported by evidence and should be avoided whenever 

possible. 
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Anticonvulsants have been found to be more effective for 

women than for men in treating both affective dysregulation 

and impulsive-behavioral dyscontrol symptoms, while 

antipsychotics were more effective in longer trials on 

cognitive perceptual symptoms, suggesting a slowly 

progressive efficacy of these compounds on this symptom 

dimension. 

 

1) Affective Dysregulation 

For affective dysregulation, the highest efficacy so far has 

been shown for anticonvulsants. It appears to be less for 

antidepressants and rather small for second generation 

antipsychotics (SGAs). 

 

2) Impulsive-behavioral dyscontrol 

For impulsive-behavioral dyscontrol, RCTs demonstrated 

the highest effect size for anticonvulsants and a lower effect 

size for both FGAs and SGAs.  

SSRIs and antidepressants in general cannot be considered 

as first-line treatments for impulsive-behavioral dyscontrol 

and affective dysregulation symptoms because of their 

inefficacy on impulsivity. 

Anticonvulsant medication should be considered as first-

line agents in treating both impulsive-behavioral dyscontrol 

and affective dysregulation symptoms, at least in women. 

 

3) Cognitive-perceptual distortions 

For the cognitive-perceptual symptom dimension, in both 

RCTs and open-label trials, only antipsychotics proved to be 

effective; the existing literature does not indicate any 

significant efficacy for anticonvulsants and antidepressants. 

 

B. Second Generation Antipsychotics 

Antipsychotics have gained more prominence in the 

treatment of bipolar disorder over time. There is probably no 

difference in efficacy between FGAs and SGAs in treating 

cognitive-perceptual symptoms, but a better tolerability of 

SGAs is generally acknowledged.  

 

1) Clozapine 

Available evidence suggests that clozapine may be 

beneficial on an individual basis for the management of self-

injurious behavior and aggression to others in BPD. Further 

improvements noted are total scores of Brief Psychiatric 

Rating Scale (BPRS) and Clinical Global Impression (CGI) 

scale, as well as decreased hospitalization lengths of stay. The 

most pronounced changes appear to occur within the first six 

months of clozapine treatment. With the lack of high-quality 

evidence, it is difficult to formulate a strong recommendation 

advocating for the use of clozapine. 

 

2) Olanzapine 

Olanzapine routinely shows a significant reduction in 

anger/hostility/aggressiveness, affective instability, suicidal 

and self-mutilating behavior, and paranoia/dissociation. Due 

to its serotonergic affinity, may also have a mild 

antidepressant effect. Furthermore, there may be evidence to 

suggest that olanzapine may alleviate anxiety and 

paranoia/psychoticism. A dose of 10 mg, sometimes only 5 

mg, is often used, which is usually also sleep inducing. 

 

3) Quetiapine 

Quetiapine appears to have a significant improvement on 

aggression/hostility, anxiety, and depression. Further open-

label studies have also demonstrated general symptom 

improvements as measured by various rating scales, including 

ZAN-BPD, CGI, BPRS, the Social and Occupational 

Functioning Assessment Scale, the Borderline Personality 

Disorder Severity Index (BPDSI), and the Symptom Checklist 

(SCL-90-R). However, conflicting reports exist on how 

effective quetiapine is at controlling impulsive symptoms of 

BPD.  

 

4) Risperidone 

Current data have suggested that many symptoms of BPD 

may be ameliorated with risperidone, including also hostility 

and suspicion, and to a lesser degree depression and anergia. 

Similar results have been demonstrated, indicating potential 

for risperidone in controlling symptoms of aggression and 

anxiety. 

 

5) Aripiprazole 

A double-blind, placebo-controlled study (N = 52), found 

that 15 mg/d during an 8-week period significantly improved 

BPD symptoms as measured by the SCL-90-R, Hamilton 

Anxiety Rating Scale, Hamilton Depression Rating Scale, and 

State-Trait Anger Expression Inventory. Symptoms of 

obsessive-compulsive traits, depression, anxiety, 

aggression/hostility, social insecurity, paranoid thinking, and 

psychoticism showed particular improvement. Two follow-up 

studies demonstrated that improvements remained consistent 

across all scales in the aripiprazole group versus the placebo 

group, as well as augmentation therapy to sertraline. 

Aripiprazole may be a viable option, given the favorable 

results of these initial smaller studies. 
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6) Ziprasidone, Arsenapine and Paliperidone 

It is still difficult to say how effective arsenapine, 

ziprasidone and paliperidone are in the treatment of borderline 

personality disorder 

 

XI. PSYCHOTHERAPY 

Several methods of psychotherapy are available for patients 

with borderline personality disorder—e.g. cognitive 

behavioral, interpersonal, or psychodynamic treatments. 

Several psychotherapy approaches were specifically 

developed for the disorder, most notably dialectical behavior 

therapy (DBT), cognitive behavior therapy (CBT), and 

psychodynamic treatments, such as mentalization-based 

therapy or transference-focused psychotherapy. Each approach 

appears to be more effective than treatment as usual for BPD-

related problems, such as suicidality or parasuicidal behavior, 

while there also seem to be little differences in effectiveness 

among them. It is possible that therapies have to be fitted to 

the individual patients. 

In studies comparing dialectical behavior therapy with 

treatment as usual, dialectical behavior therapy was more 

effective in measures of self-harm, parasuicidal behavior, 

suicidal ideation, and others. However, the number of patients 

still meeting the diagnostic criteria of borderline personality 

disorder did not differ. This may point to the ‘stability in 

instability’ in borderline personality disorder, but also indicate 

that the underlying dynamics and internal and external 

communication patterns are changed by this treatment method 

less than what would be required for a clear remission. Since a 

substantial remission in borderline personality disorder is 

possible, the latter may be true to some extent. 

Improvements in borderline personality disorder are 

commonly followed by improvements in major depressive 

disorder, and this is also the sequence that should be followed 

in treatment. Therapy for a depression without adequately 

addressing the BPD is often quite ineffective. Changes in 

personality traits seem to be followed by changes in 

personality disorder psychopathology. 

 

Communication as the Key 

Specific forms of psychodynamic psychotherapy and DBT, 

but also brief cognitive behavioral therapy, appear superior to 

treatment as usual in several clinically relevant parameters. 

Adding brief cognitive behavior therapy to treatment as usual 

seems to be superior to treatment as usual alone. There is no 

solid evidence that one form of therapy is clearly better than 

another. 

According to follow-up studies, effects of psychotherapy 

are stable over time. However, the available forms of 

psychotherapy do not yet lead to remission of borderline 

personality disorder for most patients to the point where the 

criteria for the diagnosis are no longer fulfilled. 

 

Skills Training 

The skills training component in DBT seems to be superior 

to non-manualized methods at least in the short-term. 

However, in the long-term the patient needs to develop 

patterns of interacting with oneself and others that are not only 

directed at a reduction in symptoms, but also towards a better 

functioning in pursuing individual needs, values and 

aspirations. 

Compared with client-centered therapy, dialectical behavior 

therapy has in at least one study shown to be superior in 

reducing parasuicidal behavior, suicidal ideation, and general 

psychiatric severity. No superiority of dialectical behavior 

therapy over client-centered therapy was identified for 

anxiety. 

In an RCT with sample sizes of ninety for both groups, both 

dialectical behavior therapy (DBT) and a well specified and 

psychodynamically informed clinical management provided 

significant improvements with no differences between 

treatments. 

 

The Therapist 

Psychotherapeutic methods require different levels of 

competence from the therapist. Strictly manualized approaches 

may demand the lowest level of experience, while 

psychodinaic and psychoanalytic methods require a very high 

level of individual experience. Results from a RCT indicated 

that schema-focused therapy was superior to transference-

focused psychotherapy. However, differences in therapist 

competence ratings indicate that transference-focused 

psychotherapy might have been less competently implemented 

than schema-focused therapy. 

 

A. Dialectical-Behavioral Therapy (DBT) 

A dialectical tension occurs when an initial proposition or 

thesis is opposed by a contradictory antithesis. In the case of 

BPD, one of the most frequent dialectical tensions is that a 

behavior, such as self-injury, is both functional (it helps the 

patient temporarily reduce distress) and dysfunctional (the 

self-injury produces negative effects on health and 

interpersonal functioning and is associated with risk of suicide 

in the long run). Acceptance, behavioral change, mindfulness 

practice and validation are important elements in DBT. 

The dialectical tension is resolved by finding the synthesis, 

or rather what is being left out of the thesis and antithesis, by 

using skills that help the patient reduce stress and do not 

produce negative long-term effects. DBT helps patients find 

the synthesis to their behavioral dilemmas with the hope that 
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the patient will be both validated and learn more skillful 

behaviors. DBT sets out to work with the dialectical tension 

between acceptance and change that benefits the patient. 

Behavior therapy is used to define treatment targets and 

specify therapy interventions to help patients change their 

behavior. Treatment is designed to help patients to acquire 

affective, cognitive, physiologic, and behavioral response 

repertoires for effective performance. DBT seeks to 

accomplish this through modeling and behavioral rehearsal of 

effective behavior, psychoeducation, coaching and feedback, 

and homework assignments. Behavioral principles of 

conditioning, reinforcement, and shaping, and pay particularly 

close attention to the factors that maintain behaviors, such as 

reinforcers of self-injurious behavior, classically conditioned 

avoidance behavior, and aversive consequences of more 

effective behavior. 

WISE MIND 

DBT helps patients find the balance between a state of 

being caught up in emotions (i.e. emotion mind) and a state of 

being devoid of emotions and strictly rational (i.e. reasonable 

mind). The synthesis is termed “wise mind.” Wise mind 

incorporates both the passion, conviction, and intuition of 

emotion with the logic and empiricism of rationality. Patients 

are asked to use their wise mind to perceive reality, accept it 

and guide their behavior. To do this, patients practice 

mindfulness, where they quiet themselves and become more 

acutely aware of the world around them. Exercises are used to 

observe and describe the world without judgment.  

DBT utilizes motivational enhancement to reinforce 

therapeutic progress and remove factors that may interfere 

with effective behavior. Motivational enhancement is 

necessary as effective behaviors are often blocked by over-

learned emotional responses, behavioral and cognitive 

patterns, or environmental contingencies that discourage 

effective behavior or encourage dysfunctional behavior. 

Methods to increase motivation include cognitive 

modification, contingency management, and exposure-based 

strategies. The goal of enhancing generalization is to ensure 

that skillful responses developed in therapy are transferred to 

patients’ lives in the world outside of therapy. Therapy 

interventions for enhancing generalization include phone and 

E-mail consultation, homework practice, in vivo interventions, 

and patient review of therapy tapes outside of sessions. With 

these methods, a therapist may increase the chances that a 

behavioral pattern that typically leads to self-injurious 

behavior is interrupted and changed by a more skillful 

response. 

Structure plays a more important role in DBT than in other 

therapeutic approaches, reinforcing treatment progress and not 

dysfunctional behavior. Interventions for structuring the 

environment may include interactions between the patient and 

the clinic director or other administrators, case management, 

and family or marital interventions. Each week patients are 

given a DBT diary card to fill out daily. The diary card is a 

daily record that tracks self-injurious and suicidal behaviors 

and urges, drug use, daily emotions, and skills use. Therapists 

typically scan the card at the beginning of each session to 

deter-mine what will be discussed in therapy. 

 

Modularity 

The multicomponent nature of DBT (individual therapy, 

group skills training, between-session telephone coaching, and 

a therapist consultation team) lends itself to dismantling in 

clinical settings. Group skills training in DBT is frequently 

offered alone or, in community mental health settings, with 

standard case management instead of DBT individual therapy. 

Other clinicians, often those in private practice, offer DBT 

individual therapy without any DBT group skills training.  

 

Manualization 

The problem with DBT and most CBT models is that their 

approach to specific topics or content is highly manualized. 

This leaves little room for the communication process itself, 

which interestingly is not manualized, even though it is the 

component which brings about change. A manualized 

approach may specify that the patient should be asked about 

what thought causes sadness, but it is not the topic of the 

question which causes change. It is that the patient learns how 

to put together a meaningful message about the sadness she 

experiences when a certain thought comes up, and to transmit 

this information internally and externally. Once she feels she 

can do it, the new strategy will be memorized and cause a 

long-term change. A manualized approach can work if it 

works on this higher level of encouraging individuals to 

develop and implement their own internal and external 

communication patterns. 

 

Insight 

The problem is that there is more investigation into what 

makes various forms of psychotherapy, whether CBT, DBT, 

psychodynamic, IPT or another flavor, work than into what 

makes them work, which is maybe of even greater relevance. 

Since very different forms of therapy that work with vastly 

different techniques can work given the right patient and the 

right therapist, it may be that Sigmund Freud’s original 

concept of the ‘talking cure’, the communication processes 

and dynamics between therapist and patient gives a helpful 

clue to what works, because all forms of therapy, even the 

ones which do not rely on verbalization, use communication 

between therapist and patient, and vice versa as the unifying 

ingredient in their work. 

 However, even interpersonal therapies, such as IPT, focus 

more on interaction concepts that describe aspects of a person, 

such as roles, than the dynamic process of information 
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exchange, where changes can be highly relevant for the 

individual’s success in getting needs, values and aspirations 

met, and as a consequence for his or her quality of life. 

 

Individualization 

In individual DBT, the therapists have an explicit ranking of 

behaviors to target in treatment. However, the set of tools is 

highly structured, which imposes limits on how far the therapy 

can be tailored to the individual. Although each patient has 

one individual therapist who is responsible for treatment 

planning, monitoring, and ensuring progress, integration of all 

modes of therapy, consulting to the patient on how to have 

effective interactions with other treatment providers, and the 

management of all life-threatening behaviors and crises, this is 

more an individualization in management rather than in 

working with the patient’s internal communication dynamics. 

The individual therapist must strike a balance between 

validation of a patient’s behavior and changing behavior to 

become more effective, but this requires identifying individual 

needs, values and aspirations by elucidating a patient’s 

internal and external communication patterns. 

DBT individual therapists utilize the first several sessions of 

therapy as a trial orientation phase with the commitment to 

adhere to treatment agreements. Therapists often use 

techniques developed in social psychology research to solicit 

and strengthen commitment, such as moving from smaller to 

larger or from larger to smaller commitments or having the 

patient arguing for rather than against commitment. While this 

may be technically effective, however, for a more lasting 

commitment, which is needed in BPD, it seems important to 

work with individualized motivation founded on greater 

insight into the inner dynamics of the individual patient. 

(Haverkampf, 2010b) This, however, requires a greater focus 

on the individual aspects of the relationship between patient 

and therapist with the aim to create an understanding and safe 

environment in which this information can be made aware and 

shared. 

 

B. Group Skills Training 

The aim of group sessions with skills training is to decrease 

any behaviors that may destroy the group, which fulfills the 

more general overarching purpose of helping the patient to 

interact better with others and the own person. Beyond any 

behavior that may destroy the group, such as patient violence 

during group, the top priority is to teach skills. A typical 

format for skills group is to meet for 2.5 hours, with the first 

half of group dedicated to skills homework review and the 

second half dedicated to teaching new skills. 

DBT explicitly addresses skills deficits by systematically 

teaching four sets of skills labelled mindfulness, interpersonal 

effectiveness, emotional regulation, and distress tolerance. 

Self-regulation skills are woven into all areas of skills training. 

However, this can only complement the individual work on 

creating more awareness and insight into needs, values and 

aspiration and internal and external communication patterns to 

satisfy them. Otherwise the motivation for the group trainings 

may be transitory, as well as for the entire treatment program. 

This will be discussed more in depth below. 

 

C. Mindfulness 

  Being mindful means being aware and present in the 

present, focusing on one thing at a time in a nonjudgmental 

way and the ability to reflect on a thought and emotion 

without getting caught up in it. Several techniques have been 

developed to help a patient acquire these skills. Interpersonal 

effectiveness skills are designed to help patients be successful 

in reaching their goals (e.g. obtaining their objectives, 

improving or maintaining relationships, or maintaining self-

respect) in interactions.  Emotion regulation skills involve 

teaching patients to decrease unwanted or ineffective 

emotional responses and increase positive emotions. Distress 

tolerance is a set of skills specifically designed to help patients 

survive crises as well as accept a life with many unwanted 

characteristics. 

However, the foundation of mindfulness is quite simple and 

straightforward. It is an awareness of information flows. Once 

one can identify flows of information for what they are, it is 

less likely that one gets caught up in the content. Recognizing 

that a sensory perception or an emotional signal contains a 

meaningful message creates the necessary distance to become 

more mindful of it and the meaning it contains. The ability to 

perceive flows of information inside and all around through a 

wide spectrum of channels and in myriads of forms brings 

about a greater awareness for oneself and for others. The 

world then becomes a richer and more connected place which 

is particularly helpful in BPD with its experiences of 

disconnectedness and loneliness, which contributed largely to 

the instability. A greater focus and more awareness for 

meaningful messages and facts on the inside and on the 

outside also increases the sense of groundedness in BPD. 

 

D. Psychodynamic Psychotherapy 

In three studies, psychodynamic psychotherapy was more 

effective than treatment as usual for most outcome measures. 

In one trial, the effects of mentalization-based treatment in a 

partial hospital setting might have been confounded by 

duration of partial hospitalization, which was longer in the 

mentalization-based treatment condition. In one RCT, 

however, this treatment was superior to manual driven 

structured clinical management for primary (suicidal and self-

injurious behaviors, treatment in hospital) and secondary 

outcome measures (e.g. depression, general symptom distress, 

interpersonal functioning). Psychodynamic psychotherapy was 

reported in one RCT to be as equally effective as an 

interpersonal group therapy. In another RCT that compared 
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transference-focused psychotherapy, dialectical behavior 

therapy, and psychodynamic supportive psychotherapy, 

transference-focused psychotherapy and dialectical behavior 

therapy reduced suicidal tendency to the same extent. 

Transference-focused psychotherapy was superior to 

dialectical behavior therapy in some measures of affect 

regulation, impulsivity, and attachment. 

 

E. Communication-Focused Therapy (CFT) 

Communication lies very much at the foundation of this 

condition and many others. The author has developed 

communication-focused therapy (CFT) to directly work with 

communication. 

Communication-Focused Therapy (CFT) was developed by 

the author to focus more specifically on the communication 

patterns between patient and therapist through awareness, 

reflection, experimentation and insight. The central piece is 

that the sending and receiving of meaningful messages is at 

the heart of any change process. CBT, psychodynamic 

psychotherapy and IPT do not work directly with the 

communication process, which, however, is fundamental to 

any lasting change in the patient. 

Communication consists of the sending and receiving of 

information and the encoding and decoding of meaning. All 

living organisms not only process information, but are 

continuously engaged in sending and receiving it, whether in 

an exchange with the external world or within themselves. The 

result of these communicated messages is some change on the 

inside or in the world around. The communication patterns 

one uses with oneself and with others can thus have a 

significant influence on interpersonal relationships, and in 

general on the quality of life. 

Psychotherapy is working with and through communication. 

Change happens when information is understood and 

identified as relevant and meaningful. The information can 

come from within the patient, from the therapist or be 

generated in the interaction space between therapist and 

patient. However, to be meaningful the message has to have a 

novel element. Once a meaningful message is received, 

decoded and understood (it resonates), it brings about a 

change in the organism, even if only tiny, and leaves a trail, 

such as being memorized, which is then enduring. A change 

can then also influence how the person receives, processes and 

sends information in the future. This can then lead to a host of 

changes within and outside the individual, such as 

improvements in negative self-talk, at the work-place or in 

relationships. Just to see this happening can provide a patient 

suffering with BPD new found confidence and the motivation 

to continue the therapeutic process. 

 

1) The Fear of Change 

Patients suffering from BPD often have communication 

patterns with themselves and the environment which are 

unhelpful. The necessity of change but the greater ability of 

the patient to self-validate can seem to be in conflict, but they 

are not from a communication perspective. Changes in internal 

and external communication patterns lead to changes in 

interaction but also increase the likelihood that a patient can 

receive and process information that is validating to him or 

her. 

Change can cause anxiety because it seems to bring 

temporarily more uncertainty into a person’s life. However, 

working with communication processes more directly reduces 

fears because the increase in experienced connectedness 

reduces anxiety. One has to remember that it is after all the 

disconnectedness in BPD which causes anxiety, fear and the 

existential crisis. The connectedness here refers to the 

expectation of future communication. Patients with BPD are 

often unsure about their connectedness with others. Shifting 

the patient’s message flows into the center of attention creates 

expectations in the patient, while the therapeutic setting 

provides the promise for communication in the future. The 

particular relationship between two people, in this case patient 

and therapist, may facilitate a defined range of interactions, 

but it is communication which ultimately makes, maintains 

and can break the relationship. Thus, working constructively 

and in meaningful ways with communication patterns, the 

patient feels are relevant to him or her, can transform the 

therapeutic relationship into a great working relationship that 

brings greater insight on both sides, and helps the patient 

overcome the BPD symptoms. 

When change is adaptive, it can help align an individual 

better with the environment. This brings greater stability in the 

long-run. Especially in BPD it is important that patients can 

experience the stabilizing effect of these changes. As the 

emotions are signals in which the nervous system integrates a 

large amount of information with the objective to bring about 

an adaptive change, hence being called an “e-motion”, 

working with the patient on the emotional communication is 

an important component of the change process. The objective 

is the free communication of emotional messages, at least 

within the patient, so that the patient can more accurately 

identify the own emotions and use this information for more 

relevant, better adapted and more meaningful change. 

 

2) Change 

The basic change that needs to occur is greater awareness 

for the own internal and external communication patterns, 

which then provides some insight into the overall 

communication structures. One’s basic parameters, the 

individual needs, values and aspirations are reflected in the 

more global structures of the internal information flows. It is 

important to remember that a basic value is not directly stored 
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information, but stored information about communication 

patterns and about the processing of information. 

For borderline personality disorder various therapeutic 

approaches have been used with varying success. Since the 

term is derived from psychoanalytic psychotherapy, a lot of 

treatment models have originated in that school of thought. 

CBT has been applied in the form of DBT, which is now 

widely used in hospitals and outpatient situations. There is 

significant support for the efficacy of standard dialectical 

behavior therapy (DBT) for the treatment of suicidal 

individuals with borderline personality disorder (BPD).  

However, most of these therapies do not directly address the 

communication processes which lead to the symptoms of the 

disorder. 

The instability experienced in BPD is related to the 

maladaptive communication with oneself and others. This can 

lead to internal and external disconnects which then cause 

even more fear and anxiety. Even though patients with BPD 

experiences getting overwhelmed by too much emotional 

information, the actual problem is that messages are decoded 

and interpreted differently. Since this leads to a deficit in 

adaptive information, the next message which is interpreted 

against the background of this information will also be 

maladaptive. Ultimately, the system becomes unstable. 

 

3) Communication at the Core 

All present therapeutic approaches focus little on the 

processes that really lead to changes, the sending, receiving, 

and understanding of information. Understanding information 

requires seeing meaning and relevance in it. Patients with 

BPD often seem to have difficulties to get to the meaning of 

messages they receive, whether in the form of emotions or 

otherwise. Getting distracted easily and being overwhelmed 

by too many things going on simultaneously are a result of 

seeing not seeing enough meaning in things, which is a 

consequence of maladaptive communication patterns with 

oneself and others. 

The fear of losing a relationship or bond with another is a 

consequence of perceiving too little rather than too much 

meaning in aspects of the relationship. The less relevant 

aspects of the relationship seem, the more fragile one will 

judge it, at least subconsciously. Projecting one’s doubts in the 

partner just increases the fear of losing the relationship. Since 

meaning is derived from the communication of information, 

the task is to develop better communication strategies, 

especially those for interpreting and analyzing messages 

contained in information received from others and oneself 

through various communication channels, the senses, the 

autonomous nervous system, thoughts or emotions and 

situations and events, and so forth. 

 

4) Borderline Personality Disorder 

Borderline personality disorder (BPD), also known as 

emotionally unstable personality disorder, is a long-term 

pattern of abnormal behavior characterized by unstable 

relationships with other people, unstable sense of self, and 

unstable emotions. There is often frequent dangerous 

behavior, a feeling of emptiness, self-harm, and an extreme 

fear of abandonment. Symptoms may be brought on by 

seemingly normal events. The behavior typically begins by 

early adulthood and occurs across a variety of situations. 

Substance abuse, depression, and eating disorders are 

commonly associated with BPD. 

Interpersonal messages or thoughts about interpersonal 

relationships are the main events that lead to emotional 

instability and feelings of losing oneself and the world, often 

as described as experiencing or falling into a void. From this 

description, one can already see the enormous role played by 

communication in the pathogenesis of BPD. Communication-

focused therapy (CFT) is targeted at working directly with the 

communication systems that give rise to the maladaptive 

communication patterns in BPD. 

 

5) The Void 

The emptiness in BPD is usually quite symptomatic, and 

self-harm is often a reaction to feel oneself again. 

Relationships often tend to be unstable, not because an 

individual with BPD is less able to have one, but because the 

interaction with another person, or the memory of it, give a 

feeling of connectedness, which prevents the sensation of an 

ensuing emptiness, and its loss feels like an existential loss to 

the person with BPD. 

The emptiness and sense of void often seems to be lying 

over strong emotions. It is a defensive void at the surface, like 

a blanket that has been thrown over the unruly emotions 

underneath it. Since there is a disconnect from oneself, the 

emotions are ill-defined and scary in the sense that they may 

cause disturbance or damage to the individual. This fear of a 

core part of oneself keeps the vicious cycle turning, in which 

fears of fundamental aspects of oneself cause additional fear, 

distancing from the self, more disconnect, even more fears, 

more emptiness, more fears, and so on. Communication is the 

key to break through this pattern. 

 

6) Patterns of Communication 

Individuals with BPD have patterns of communicating with 

others which often do not seem to work well for them. The 

patterns are frequently quite rigid in making an interaction 

about one or a few messages, such as confirmation of the 

stability of a relationship. This lack of openness probably 

contributes significantly to the symptoms and relationship 

difficulties an individual with BPD experiences. 
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7) Systems of Communication 

Systems of communication are what gives rise to the 

individual communication patterns. (Haverkampf, 2010a, 

2010b) Some of these may be biologically predetermined to a 

significant extent. An autistic person, for example, may never 

become a flamboyant extrovert. However, there is usually a 

significant freedom to change communication patterns within 

a communication system. Developing these new 

communication patterns happens through awareness for the 

existing ones and shaping and experimenting with new ones. 

The therapeutic setting offers the space to do that.  

Before discussing communication-focused therapy further, 

it may be helpful to take a brief look at the preferred treatment 

model at the time of this writing. 

 

8) Understanding Borderline Personality Disorder 

Individuals suffering from BPD experience significant 

instability because of the importance they attach to 

connectedness with themselves and others, which is due to an 

experienced less effective communication of meaningful 

information. The communication patterns used by patients 

with borderline personality disorder, whether internally or 

externally, are not as helpful in providing conscious 

experience with the meaningful information that can stabilize 

and fill the perceived emptiness. This is probably due to a 

combination of variations in the systems of communication on 

a more general level and individual communication patterns 

on a more specific level. 

While one sees the dynamic of the communication patterns, 

one can only infer the more general communication systems in 

place. Psychodynamic psychotherapy and its offshoot self-

psychology are two approaches that attempt to develop and 

understanding for components of these larger communication 

systems, although this is done focusing more on content. From 

a communication-focused perspective the flow of information 

increases the perceived levels of meaning, and the experience 

of the flow of information is an important determinant of 

mental health. 

An approach to BPD is thus to support the patient’s 

reflective and introspective processes with the aim of 

developing better internal and external communication 

patterns and thus to help the patient to see more meaning in 

the interactions with oneself and others. Through questioning 

interactions that do not work and reflecting on these and 

apparent conflicts between own needs, values and aspirations 

and what interactions with oneself and others actually deliver, 

the motivation increases to try out modified or new patterns. 

An awareness of the own communication patterns, both 

internally and externally, also helps build confidence in 

oneself and in the interaction processes with another. 

 

9) ‘Existential Crisis’ 

The sense of an ‘existential crisis’ is quite common in BPD, 

when a person feels disconnected from oneself and others and 

feels as if falling into a deep, dark, empty place. This is the 

result when meaningful information cannot be accessed or 

only partially. If meaningful information can be 

communicated internally and externally it fills the void. Now, 

there can be various psychological and neurobiological 

explanations and etiologies why this information is not 

available to the extent needed. However, whatever techniques 

are used so that the patient uses more helpful communication 

patterns can lead to a decreases in symptoms and a remission 

in symptoms, partially though the feedback from being in a 

more meaningful relationship with oneself and others. 

The void is a feeling that communication links, have been 

severed, internally and externally. This causes a loss in the 

experiences of safety and a comforting security as the 

metaphorical anchors and connections with the world become 

invisible. When the effectiveness of internal and external 

communication is substantially lost, a loss of faith in 

communication with oneself and the environment as an 

instrument to satisfy one’s own needs, desires, values and 

aspirations can be a further consequence. This loss of faith in 

the effectiveness, or ‘power’, of communication can deepen 

the existential crisis. The individual feels muted and 

disconnected from the part of the self that holds everything 

together, namely communication, at the same time. It is also a 

crisis of meaning when the communication of meaningful 

messages is reduced or cut off, a crisis of meaning about 

oneself and the world. 

This existential crisis which occurs at the lowest moments 

in the life of someone suffering from BPD can be prevented 

with modifications to an individual’s communication patterns. 

Therapeutic work on these communication patterns can also 

be done when a patient is in a crisis situation, but then the 

therapist should add enough support when working on 

awareness and experimentation with communication. 

 

10) Meaning 

Individuals suffering from the type of anxiety ne often sees 

in BPD often see less meaning in the things they do. In 

therapy an important part is to rediscover meaning and find it 

in the things that are relevant to the patient. Relevant is 

anything that is close to his or her values, basic interests, 

aspirations, wants, wishes and desires. 

Meaning helps to make the world more interesting and 

counter the sense of emptiness and void. It also what can 

motivate individuals to engage in intrapersonal and 

interpersonal communication. But seeing meaning in a 

message also requires that one is open to receiving a message 

and to interpreting it in a helpful way. This in turn depends on 

one’s ability to reflect on communication and to gain insight 

from engaging in it. Therapy can be helpful in promoting 
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one’s metacognitive skills of developing insight into 

communication processes and to experiment with them in a 

safe and protected setting. By promoting the identification of 

meaning in everyday messages, anxiety is reduced and 

motivation to be in contact with others, and through it with 

oneself, is increased. 

 

11) The Fear of the Message 

BPD often means that there is a greater fear or anxiety 

about extracting the meaning from a message. One reason for 

the fear might be that identifying and decoding a message 

could reflect more distance to another person or myself, in 

other words, that the content of it is less meaningful and 

relevant. The reason for this again lies in the maladaptive 

communication patterns which provide less information and 

make others and oneself appear less meaningful. As there is 

less or less accurate contextual information for new messages, 

they are less likely to be fully understood and meaning to be 

identified, and adaptive change is less likely. BPD is a vicious 

cycle of incomplete or distorted information from maladaptive 

communication patterns. 

 

12) Learning to Communicate 

Any manualized psychotherapeutic approach which does 

not directly address a person’s communication patterns, will 

not be individualized enough. It is like giving an engineering 

student a manual on how to build a screwdriver, whether this 

is useful to her or not, rather than to really teach her 

engineering, which would allow her to build whatever she 

wants. The fit of the specific manual also depends on the 

accuracy of the diagnosis, which tends to be too unspecific, 

based on symptoms rather than the underlying problems, and 

notoriously unreliable, especially if the therapist is still 

inexperienced. 

CFT focuses on the processes that lead to the symptoms, 

communication patterns which are maladaptive. Through 

helping a patient get a better sense and understanding for how 

communication works and what it does for the individual, he 

or she can begin to shape the communication pattern on the 

inside and on the outside more actively. Patterns and strategies 

can be seen, understood and reflected upon, which not only 

leads to greater insight, but to greater abilities in forming and 

implementing better communication patterns and strategies, 

which help the person to feel better and reduce the signals that 

something is ‘out of sync’, the symptoms of the mental health 

condition, such as in BPD. 

 

13) The Emotions are not the Problem 

The emotional signals are not what causes BPD symptoms, 

as we have seen above. The disconnection from or distortion 

of important information, which can be found in BPD as well 

as several other mental health conditions, is the cause of 

uncertainty, and thus feelings and fears that reflect that, which 

can then turn into a vicious cycle which can no longer regulate 

itself. Several symptoms in BPD, such as the classical sense of 

void, the fear of losing oneself or disintegrating, or not being 

strong enough to withstand emotional stresses, can be 

explained quite easy with this disconnection. Unfortunately, 

most schools of psychotherapy treat communication like a 

black box, which is assumed to do its thing and accepted as a 

given, thus neglecting that this is where answers can be found 

and with which lasting change can be brought about. 

Learning to communicate requires becoming aware of it and 

reflecting on it, as well as using it in novel ways to make it 

work for oneself. This does not change the person or any of 

the basic parameters, values, needs and aspirations, but it 

makes living with and towards them more effective. In the 

case of BPD, the resultant greater sense of stability, 

emotionally, cognitively, in respect to the present or future, 

and otherwise, is instrumental and effective in reducing the 

symptoms. 

 

14) Reconnecting 

Better communicating with oneself and others is an 

important technique towards reconnecting with oneself and the 

world, which also increases self-confidence, a strengthened 

sense of self, and increases the sense of effectiveness in 

getting one’s needs and wants met. In the process, many 

patients also rediscover basic interests, values and old 

aspirations. All this helps to rebuild a stronger sense of self, 

which helps to put the more intense emotional ups and downs 

BPD patients experience into perspective.  

Reconnecting means becoming more aware of the 

information coming from within oneself, whether emotional or 

otherwise. It also means becoming better at identifying it and 

being able to put it into words or communicate it in another 

way. This can be worked on within a therapeutic setting. The 

therapist could, for example, discuss how the patient feels the 

own emotions and experiences talking about them with others. 

This can be combined with practicing to observe how the 

patient communicates about the own emotions in the therapy. 

Important is that the patient becomes more aware of how 

emotional signals are noticed and identified and what action 

then follows. Since an emotional signal is a call to new action 

or a change in action, it needs to be communicated somehow. 

 

15) Values, Needs and Aspirations 

These basic parameters are, as already mentioned, variables 

determined by larger communication structures. In the brain, 

what one values and aspires to is not stored in a specific 

location, but a feature of and embedded in the neural network 

in many locations. Needs that go beyond such very basic 

biological needs as hunger or thirst are also a feature of the 



Haverkampf, CJ. Treatment-Resistant Borderline Personality Disorder. J Psychiatry Psychotherapy Communication, 2017 

Sep 30;6(3):68-89 

 

THE JOURNAL OF PSYCHIATRY PSYCHOTHERAPY AND COMMUNICATION 

80 

network. The more a patient has insight into these basic 

parameters, the easier it becomes to make decisions which 

adds to the sense of stability in patients with BPD. A greater 

emotional stability usually follows from this as well. Insight 

into these parameters also helps to make better decisions 

regarding interpersonal relationships, which also increases the 

sense of stability. 

The most common way to identify these basic parameters in 

CFT is to identify how a patient experiences different 

situations and how he or she interacts with others. This 

provides information on the internal and external 

communication patterns and the emotional and other 

information from inside. It also shows how an individual 

interacts with the environment, and where changes in 

communication patterns can make it easier for the patient to 

identify the own basic parameters, the needs, values and 

aspirations. 

 

16) Losing the Fear of Communication 

Good and meaningful communication requires the ability to 

send meaningful messages and to receive them. This means 

openness about oneself and the willingness to engage with the 

other are important. The fear of engaging with communication 

is usually a result of not understanding it, or understanding it 

only partially. Exploring communication patterns, reflecting 

on meaning and relevance, and helping the patient experience 

a safe communication environment in which he or she can be 

creative and innovate usually leads to a decrease in the fear 

and anxiety in the patient. 

 

17) Openness 

People with BPD often have difficulties with openness 

because they do not have a good image of themselves. The 

sense of self does not feel as complete or as whole and this 

leaves areas of uncertainty or outright bad memories. This is 

often another reason why the bond or connection with another 

feel important to the patient. However, this need can lead to 

restrictiveness and rigidity out of fear that something, 

including one’s own needs and wishes, can interfere with 

existing interpersonal connections. The connection with 

oneself is not experienced as supportive enough if an existing 

interpersonal bond breaks. 

A greater ability to interpret messages from others, rather 

than making assumptions and then shying away from reading 

the message, helps to build a greater sense of stability, which 

makes openness easier. The simplistic assumptions about 

interpersonal relationships are probably strategies that worked 

partially at some point in the past to protect the individual and 

their sense of self. Over time, however, they can lead to 

superficial relationships and a fear of depth and meaning. In 

the therapeutic setting a patient can investigate and explore 

these strategies and experiment with new ones, both as a 

mental exercise and in the therapeutic relationship with the 

therapist. This makes openness easier, reduces anxiety, and 

allows the patient to experience the benefits of greater 

openness. 

 

18) Engagement 

The next step form openness is engagement, which means 

encoding and sending meaningful messages out into the world. 

Patients suffering from BPD who manage their condition 

better all seem to have in common that they take an active 

interest in communicating with the world around them. One 

might say that the ability to communicate more freely means 

that the condition is less severe. However, it rather seems that 

they experience the same emotional instability, void and even 

an occasional existential crisis, but that they still keep 

engaged. On a closer look, it appears that they often are more 

motivated to engage, which means they see a greater benefit in 

engaging with others. 

To see a greater benefit in engaging with other requires 

seeing a benefit in communicating. This can be furthered in 

therapy using the usual techniques to help the patient become 

more aware of the own communication patterns and the effect 

they can have on the environment. An approach to overcome 

the fear of communicating with oneself and others has been 

briefly discussed above. In any case, it is important to offer a 

safe and holding environment in which the patient can engage 

with the therapist in different ways and reflect on various 

situations in everyday life in which he or she engages with 

others. Experimentation with communication patterns is an 

important way to increase the interest in and reduce the fears 

of engaging with others. 

One fear of engaging and sending out messages to others 

can be due to the fear of revealing something about oneself to 

others, which is particularly strong if one has already a 

negative view of oneself. As the work with internal 

communication helps to lower doubts and anxiety about 

oneself, work on the external communication helps to get 

more of a sense of control over one’s communication with the 

world. 

 

19) Meaningful Messages as the Instrument of Change 

Communication is the vehicle of change; the instruments 

are meaningful messages which are generated and received by 

the people who take part in these interactions. Patients with 

BPD are not only interested in interactions with others, but 

they often feel the need for interpersonal connections even 

more than their friends and colleagues. From the discussion 

above, the most plausible explanation is that they only 

partially understand messages from themselves and others, 

which makes them more dependent on interactions which they 

feel they can get the messages they so crave. This is not to say 

that there is a higher for certain messages, which, for example, 
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also play a role in attachment, but that they are not understood 

and processed in someone with BPD as fully as in someone 

without. 

Seeing meaning is the result of communication processes on 

the outside and on the inside. It requires understanding a 

message and perceiving something as relevant, though not 

necessarily in this order. Helping patents with BPD to see 

more relevance and meaning in interpersonal interactions, 

mainly by helping them to understand them better, reduces the 

anxiety and fears around interpersonal relationships. It thereby 

creates a greater sense of safety and security in the world and 

makes it also a more predictable place. Insight and 

understanding communication, as well as engaging in it, is the 

key to this. 

 

XII. PHARMACOTHERAPY WITH PSYCHOTHERAPY 

The benefit of a combination of pharmacotherapy and 

psychotherapy in borderline personality disorder is unclear. 

Fluoxetine combined with dialectical behavior therapy 

provided no additional benefit compared with dialectical 

behavior therapy plus placebo. In one study, olanzapine added 

to dialectical behavior therapy provided an additional benefit 

compared with dialectical behavior therapy, although no 

differences were reported in another study in favor of the 

combined treatment. The combination of interpersonal therapy 

and fluoxetine was superior to fluoxetine plus clinical 

management. 

 

XIII. FUTURE PERSPECTIVES 

Despite conceptual coherence, borderline personality 

disorder seems to be a heterogeneous diagnostic category that 

is less stable and distinct over time than expected. These 

findings raise questions of both how to conceptualize this 

disorder and how to implement it in future versions of DSM as 

a form of personality pathology that is both enduring and 

distinct from other personality disorders. Furthermore, the 

discussion on whether a categorical or a dimensional model 

best suits personality disorders is ongoing. However, form the 

above said it should be clear that a communication perspective 

can contribute not only to a better understanding of the 

impairment and underlying dynamics of the disorder, as well 

as its ‘stable instability’ and the experience of 

disconnectedness from oneself and the world around, but that 

it also offers clues on how to design treatment approaches that 

work. 

The results of the Collaborative Longitudinal Personality 

Disorders Study (CLPS) suggest reconceptualizing personality 

disorders as hybrids of stable personality traits and as 

intermittently expressed symptomatic behaviors that are 

attempts to cope with or defend against or compensate for 

these pathological traits (e.g. self-harm to reduce affective 

tension). However, when viewed from a communication 

perspective the distinction between personality traits and 

symptomatology is no longer important, as personality is 

viewed as the set of communication patterns an individual 

uses in the interactions with herself or himself and others. 

Even the nurture vs nature dichotomy becomes an academic 

question from a communication viewpoint, keeping in mind 

that due to the high plasticity of the brain the communication 

of information both changes and is changed by the neural 

network of the brain. The instability in borderline personality 

disorder comes from ineffective internal and external 

communication, which contributes to the intensely felt sense 

of disconnectedness in BPD. Psychotherapy is thus the 

obvious central pillar of treatment, while medication can be 

the additional support which helps bridging fears and 

transcending emotional and thought patterns that stand in the 

way of healing the condition. 

More work is needed to understand the neurobiology of 

interpersonal dysfunction and attachment in borderline 

personality disorder. The available findings of neuroimaging 

studies lend support to the assumption of a dysfunctional 

frontolimbic network in borderline personality disorder. The 

exact molecular nature of this dysfunction is not yet clear. 

Future studies should include individuals who do not have 

borderline personality disorder (i.e. healthy controls and 

patients with axis I disorders or other personality disorders) to 

establish the specificity of findings. 

High quality studies on pharmacotherapy are needed to 

improve the empirical support for its use in patients with 

borderline personality disorder, including studies of long-term 

effects and studies of the combination of pharmacotherapy and 

psychotherapy. 
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