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ixPREFACE

TREATMENT DEVELOPMENT is a lengthy and highly technical process involving sequential steps from examination of the patient pathology to generating treatment principles and guidelines to the empirical investigation of the effectiveness of the treatment under various conditions. Under our leadership (Director Otto Kernberg, Codirector John Clarkin, and Director of Training Frank Yeomans), the Personality Disorders Institute (PDI) of the New York–Presbyterian Hospital/Weill Cornell Medical Center has pursued the examination and treatment of severe personality disorders since 1980. When we began this effort, we were joined by expert clinicians including Drs. Ann Appelbaum, Steven Bauer, Arthur Carr, Paulina Kernberg, Harold Koenigsberg, John Oldham, and Michael Selzer. Over the years, we have enhanced our group effort with expert clinicians (Monica Carsky, Jill Delaney, and Kay Haran) and expert clinician/researchers in psychopathology and psychotherapy (Nicole Cain, Eve Caligor, Diana Diamond, Karin Ensink, Mark Lenzenweger, Kenneth Levy, Kevin Meehan, Lina Normandin, Mallay Occhiogrosso, and Barry Stern). We have enjoyed the collaboration of neuroscientists BJ Casey, Michael Posner, and David Silbersweig.

Our first treatment manual for patients with borderline personality organization appeared in 1999 (Clarkin et al. 1999). However, the treatment approach that we describe, transference-focused psychotherapy (TFP), is not a static approach. As we have accumulated treatment experience with a wide range of patients with borderline pathology and as our understanding of the pathology has been enriched by theoretical advances and data from developmental and neurocognitive studies, the treatment itself has been amplified and further defined. Our specific goal continues to be one of organizing a treatment for the personality disorder itself, not only for symptoms derived from the pathological personality structure. Our long-range, ambitious goal is to modify the basic personality organization and structure xof the person in treatment. In addition, technological advances also enable us to combine the written page with video demonstrations of various aspects of the treatment (available online at www.appi.org/Yeomans) in order to enhance the pedagogical usefulness of this volume. We thank Fatih Ozbay and Alexander Lau for their help in producing the videos and Victor Yalom and Psychotherapy.net for permission to reproduce sections of Video 1, Dr. Kernberg’s structural interview. We are grateful to Michele Athena Morgen and Hendrik Grashuis for their skillful acting in our demonstration videos. We are also grateful to Liam Ó Broin for permission to use his drawing of a young girl on our cover. Mr. Ó Broin, who has painted a portrait of Dr. Kernberg, now has also illustrated a book that is central to his work.

The development and advancement of treatment for borderline personality disorders over the last 25 years has been nothing short of phenomenal. We at the PDI have been fortunate to have special contact with two other groups of scholars and researchers investigating this area. In the early years of our work, we were fortunate to have contact with Dr. Marsha Linehan and to profit from her consultation on our first treatment development grant funded by the National Institute of Mental Health. We also enjoyed her presence on our campus during a portion of her sabbatical year, and we had the opportunity to compare our approach with her developing ideas of dialectical behavior therapy.

We have also been most fortunate to enjoy collegial contact with Dr. Peter Fonagy and Dr. Anthony Bateman, the designers and developers of the mentalization-based approach to the treatment of borderline patients. As president of the International Psychoanalytical Association (IPA), Dr. Kernberg was instrumental in fostering an empirical approach to the psychoanalytic orientation to patient treatment. He was instrumental in fostering the Research Training Program (RTP) that is offered for developing scholars and researchers by the IPA and University College London. Since the inception of the RTP, Drs. Fonagy and Clarkin have worked together over 18 years and shared ideas, data, PowerPoint presentations, and many enjoyable hours in collaboration concerning the pathology and treatment of borderline patients.

At its most optimal, clinical and research progress is a collaborative venture. While we were developing and testing the effects of TFP on U.S. soil, we also fostered collegial contacts with clinical and scholarly groups in (roughly in this order) Germany, Austria, Canada, the Netherlands, Italy, Spain, Switzerland, Chile, the United Kingdom, Mexico, Brazil, Denmark, Turkey, Poland, Sweden, Argentina, and Australia. Through the vision and special efforts of Dr. Peter Buchheim, we were able to encourage and support xia randomized clinical trial of TFP in Munich, Germany, and Vienna, Austria (Doering et al. 2010), the results of which enhanced our conviction that TFP could be effective in other Western cultures.

Through our work with TFP for adult patients with borderline personality organization, we have also written a treatment guide to apply TFP to patients with higher-level personality organization. This work was done with our colleague Dr. Eve Caligor (Caligor et al. 2007). In order to reach adolescents with borderline personality organization, we have developed TFP for this age group with colleagues Dr. Lina Normandin and Dr. Karin Ensink.

In New York, TFP has been introduced as a popular elective and postgraduate training program at the Columbia University Center for Psychoanalytic Training and Research. Online seminars and supervision groups have extended the training possibilities. A TFP module is being introduced in an increasing number of psychiatry residency training programs, including at Weill Cornell Medical College, NYU Langone Medical Center, and Mount Sinai Hospital. In addition, TFP is taught in graduate programs in clinical psychology, including the doctoral programs at City University of New York, Pennsylvania State University, and Université Laval.

This latest version of our treatment approach is, therefore, a collaborative product based on work done at the PDI in New York, by our colleagues in the United States, and by our international colleagues who are dedicated to the improvement of the treatment of patients with severe personality disorders. This collaborative effort not only is enjoyable but also enhances the applicability of the principles of TFP to different cultural contexts. For this, we are grateful.

This book is intended for all mental health professionals who work with individuals presenting with moderate to severe forms of personality disorder. Our research has been with patients having the DSM-IV diagnosis of borderline personality disorder (BPD; American Psychiatric Association 1994), but in this book we focus on the broader group of patients with borderline personality organization (BPO). In this book, the terms borderline and borderline pathology refer to BPO, a category that includes the more narrowly defined BPD. We discuss the basics of borderline pathology (Chapters 1 and 2) and describe the initial assessment and the strategies, tactics, and techniques of TFP (Chapters 3–7). In Chapters 8–10 we focus on the early, middle, and late phases of long-term treatment, with the goal of symptom and personality change. In Chapter 11 we review the various ways of understanding the trajectories of change in borderline patients in TFP.

In the early stages of our work, Dr. Gerald Klerman counseled us that a treatment manual should combine principles of intervention with clinical xiicases that illustrate the principles as applied in somewhat varied situations. We took that advice to heart, and throughout the book we combine in-depth discussion of individual cases with the principles of treatment. Given the diversity of severe personality disorder, every patient and his or her treatment are unique, and therefore we combine the principles of treatment as they are applied to the individual situation. The danger of any treatment manual is that it might be used as one would use numbered dots to construct a painting. A literal application of this manual would produce a lifeless product. Instead, we attempt to describe the preparation of the canvas, followed by the unfolding of the patient’s internal world, in the lively, and often intense, interaction with the therapist over time. In this respect, we would like to acknowledge the patients we have had the opportunity to treat and thank them for all they have taught us. It is unfortunately still true that borderline personality disorder and those who have it are subject to continued misunderstanding, stigma, and a lack of adequate treatment resources. We would like to thank Bea and Michael Tusiani, Paul Tusiani-Eng, Dr. Winifred Christ, and the Borderline Personality Disorders Resource Center for their tireless work in addressing these problems.

This book is intended to inform the reader of the strategies, tactics, and techniques of TFP as applied over time in the treatment of patients with borderline personality disorder and borderline personality organization. To achieve this end, the book contains both the principles of the treatment and explication of the principles as applied to individual patients and their unique situations. This is the process that any practitioner will need to replicate: application of the principles of TFP to the specifics of the individual patient. This method does justice both to the long-term dynamic treatment that cannot be delivered effectively in a predetermined, lock-step fashion and to the individuality of the patient.

We owe a special note of gratitude to the two chairs of psychiatry at the Weill Cornell Medical College under whose guidance and support we have been privileged to work. Dr. Robert Michels and Dr. Jack Barchas have appreciated our efforts, encouraged persistence, and tolerated our mistakes.

Frank E. Yeomans
John F. Clarkin
Otto F. Kernberg




xiiiVIDEO GUIDE

A MAJOR ADDITION to this latest description of our treatment is the inclusion of video demonstrations of the treatment. The individualized nature of psychotherapy—specific to each patient-therapist dyad—necessitates some discussion of how to use the video examples that accompany this book. Like any real therapy session, they demonstrate a unique interaction that will not exactly resemble any other session. However, we have put together examples that provide relatively clear illustrations of the principles and techniques of the therapy in action. Each session is accompanied by a commentary that links the dialogue and interaction in the session to the material presented in the chapters on strategies, tactics, and techniques. Because therapy sessions are the intersection between a set of ideas and a shared experience, in the videos we try to demonstrate the therapist’s need to “think on his feet” about what is going on between him and the patient and how the interaction relates to the patient’s themes and to the therapist’s own internal experience.

Video 1–1, “Description of Self and Description of Other,” should be viewed after Chapter 4, “Assessment Phase.” This video provides a brief window into the part of the structural interview when the therapist asks the patient to describe himself and to describe another person. The segment demonstrates how challenging these apparently simple questions are and shows the type of responses that might be given by someone whose internal structure is marked by identity diffusion. The other video segments demonstrate the use of the tactics and techniques of TFP. Videos 1–2 and 1–3 (“Technical Neutrality and Tactful Confrontation”), like Video 1–1, are excerpted from a demonstration video that is available in its entirety in Psychoanalytic Psychotherapy and can be found at http://www.psychotherapy.net/video/psychoanalytic-psychotherapy-otto-kernberg. These segments demonstrate the moment in therapy when the therapist has obtained enough information from the process of clarification to move on to tactful xivconfrontations and early interpretations. They should be viewed after Chapter 6, “Techniques of Treatment.”

Videos 2–1 and 2–2, “Prevacation Session,” with Betty and Dr. Em, should also be viewed after Chapter 6. The commentary provided at the end of that chapter explicates how that first part of a session illustrates the interplay between elaborating the active dyad, attending to the treatment frame, and offering an interpretation. The session fragment also shows how containment and interpretation of an affect can help the patient move from acting it out to reflecting on it.

Videos 3–1, 3–2, and 3–3, “Affect Storm,” should be viewed after Chapter 7, “Tactics of Treatment and Clinical Challenges.” Although, as with the other videos, the elements of therapy are intertwined, this session illustrates how the therapist, Dr. Hamilton, deals with both a risk of the patient ending the treatment and an affect storm. Dr. Hamilton helps the patient, Carolyn, elaborate the experience of self and other that is underlying the problems and helps her gain awareness of other parts of her internal world that are split off and communicated by other channels of communication.

It should be noted that the videos are based on real therapy cases, but these cases have been 1) highly disguised and 2) combined into composite sessions to maintain the confidentiality of the patients. All of the patients who appear in the videos are actors, not actual patients, and any resemblance to real persons is purely coincidental. The reader should note that although the actors (Michele Athena Morgen and Frank Yeomans) are the same in “Prevacation Session” and “Affect Storm,” the sessions represent two different therapies.

[image: Images] Video Illustration: Video cues provided in the text identify the vignettes by title and run time.

The videos can be viewed online by navigating to www.appi.org/Yeomans and using the embedded video player. The videos are optimized for most current operating systems, including mobile operating systems iOS 5.1 and Android 4.1 and higher.

VIDEO VIGNETTES

The reader should be aware that Videos 1-2 and 1-3 (“Technical Neutrality and Tactful Confrontation”); Videos 2-1 and 2-2 (“Prevacation Session”); and Videos 3-1, 3-2, and 3-3 (“Affect Storm”) each represent a session that, for technical reasons, did not have the interruption that was required. The reader should consider each as a continuous session.

xvChapter 4. Assessment Phase: Clinical Evaluation and Treatment Selection

Video 1–1: Description of Self and Description of Other (4:24)

Chapter 6. Techniques of Treatment: Moment-to-Moment Interventions and Mechanisms of Change

Video 1–2: Technical Neutrality and Tactful Confrontation Part 1 (9:15)

Video 1–3: Technical Neutrality and Tactful Confrontation Part 2 (10:08)

Video 2–1: Prevacation Session Part 1 (9:24)

Video 2–2: Prevacation Session Part 2 (6:12)

Chapter 7. Tactics of Treatment and Clinical Challenges

Video 3–1: Affect Storm Part 1 (9:28)

Video 3–2: Affect Storm Part 2 (9:26)

Video 3–3: Affect Storm Part 3 (10:10)

Chapter 8. Early Treatment Phase: Tests of the Frame, Impulse Containment, and Identifying Dyads

Video 2–1: Prevacation Session Part 1 (9:24)

Video 2–2: Prevacation Session Part 2 (6:12)

Video 3–1: Affect Storm Part 1 (9:28)

Video 3–2: Affect Storm Part 2 (9:26)

Video 3–3: Affect Storm Part 3 (10:10)

Chapter 9. Midphase of Treatment: Movement Toward Integration With Episodes of Regression

Video 2–1: Prevacation Session Part 1 (9:24)

Video 2–2: Prevacation Session Part 2 (6:12)xvi




1CHAPTER

1

THE NATURE OF NORMAL AND ABNORMAL PERSONALITY ORGANIZATION

THE MODEL OF personality disorder and its treatment described in this book is based on contemporary psychoanalytic object relations theory as developed by Kernberg (1984, 1992) and amplified with current phenomenological and neurobiological research (Clarkin and De Panfilis 2013; Clarkin and Posner 2005; Depue and Lenzenweger 2001). A fundamental premise of a psychodynamic conceptualization and treatment of patients with personality disorders is that the observable behaviors and subjective disturbances of these patients reflect pathological features of underlying psychological structures and the way in which those structures enhance a satisfactory balance between the internal and external challenges that impinge on every individual. Consistent with this conceptualization, we first review the observable behaviors and symptoms of patients with borderline personality disorder (BPD). Following the review of the observable behaviors examined in the empirical literature, we then describe the nature of personality from an object relations point of view in terms of the underlying 2psychological structures that are hypothesized to guide the observable behaviors. Both the observable behaviors and the underlying structures inform our approach to a diagnostic nosology for personality pathology, assessment issues, and targets for therapeutic intervention.

In this chapter, we do not provide an extensive review of borderline pathology because that has been done elsewhere (Clarkin et al., in press). Our main goal in this chapter is to provide the clinician with a model of borderline pathology that is essential for expert assessment and treatment planning. It is helpful for the clinician to have both a general picture of borderline pathology as it is observed phenomenologically and a model of the mental representations of self and others that these patients have internalized from their developmental experiences. Despite the incomplete models of borderline pathology that exist in the field today (Lenzenweger and Clarkin 2005), the clinician needs an experience-near working model of the disorder to guide his or her moment-to-moment interventions in the interaction with the patient. Therefore, we describe borderline pathology in this chapter first from a phenomenological view and then from a structural view.

TWO APPROACHES TO BORDERLINE PATHOLOGY

Otto Kernberg and John Gunderson were instrumental in the description of borderline pathology and the articulation of the syndrome now called borderline personality disorder, as first defined in DSM-III (American Psychiatric Association 1980). The concept of preschizophrenic personality structure, borderline states, psychotic characters, and borderline personality grew out of clinical treatment experience with patients who were severely disturbed and multisymptomatic (Kernberg 1975). Knight (1954), for instance, described the ego weakness that led to severe regression in the transference and the need for modification of psychotherapeutic approaches. On the basis of his experiences with patients with severe personality disorder who were studied as part of the Psychotherapy Research Project of the Menninger Foundation, Kernberg (1975) described these patients as having a specific and stable pathological psychological structure differing from that in neurotic patients and from that in patients in the psychotic range, and he termed this group as having borderline personality organization (BPO). When in classical analytic treatment, these patients were prone to developing loss of reality testing and delusional ideas restricted to the transference. Using concepts of defensive splitting (Fairbairn 1943; Jacobson 1954, 31957, 1964; Klein 1946), Kernberg described these patients in terms of both descriptive pathology and the level of structural organization, involving lack of anxiety tolerance, poor impulse control, lack of developed sublimatory channels (ego weakness), and pathological internalized object relations.

When Kernberg (1975, 1984) was describing these patients in terms of descriptive pathology and structural characteristics, other researchers (Grinker et al. 1968; Gunderson and Kolb 1978) were using a purely descriptive approach to identify patients with intense affect, particularly anger and depression, and to indicate subgroups of these patients. Many of the descriptive characteristics of these patients were used to formulate the diagnosis of BPD for the first time in the diagnostic system (American Psychiatric Association 1980).

In the remainder of this chapter, we describe borderline pathology from a structural, object relations view. In Chapter 2, “Empirical Development of Transference-Focused Psychotherapy,” we combine the structural understanding with the growing body of research on the behavioral and neurocognitive functioning of patients with borderline pathology.

BORDERLINE PATHOLOGY: STRUCTURAL ORGANIZATION

A fundamental premise of psychodynamic conceptualization and treatment of patients with personality disorders is that the observable behaviors and subjective disturbances of these patients reflect pathological features of underlying psychological structures. A psychological structure is a stable and enduring pattern of mental functions that organize the individual’s behavior, perceptions, and subjective experience. A central characteristic of the psychological structure of patients with severe personality disorders is the nature and degree of integration of the sense of self and others. The level of personality organization as it relates to the severity of personality disorders—from normal to neurotic to borderline to psychotic—is largely dependent on this degree of integration.

Object relations theory (Jacobson 1964; Kernberg 1980; Klein 1957; Mahler 1971) emphasizes that the drives described by Sigmund Freud—libido and aggression—are always experienced in relation to a specific other, an object of the drive. Internalized object relations are the building blocks of psychological structures and serve as the organizers of motivation and behavior. These building blocks are units composed of a representation of the self and a representation of an other, linked by an affect related to or 4representing a drive (Figure 1–1). These units of self, other, and the affect linking them are object relations dyads. It is important to note that the self and the object in the dyad are neither accurate internal representations of the entirety of the self or the other nor accurate representations of real interactions in the past but rather are representations of the self and other as they were experienced and internalized at specific, affectively charged moments in time in the course of early development and then processed by internal forces such as primary affects and fantasies.

[image: Images]

FIGURE 1–1. Theoretical underpinnings of transference-focused psychotherapy: object relations theory.

NORMAL PERSONALITY DEVELOPMENT AND ITS DEVIATIONS

Personality pathology is brought into sharp relief when contrasted with a clear conception of the functioning of the normal personality. In both assessment (Chapter 4, “Assessment Phase”) and treatment, the therapist using transference-focused psychotherapy (TFP) constantly compares the functioning of the patient to that of an individual with a normal level of personality organization. Treatment goals are captured in the successive steps of helping a patient advance from abnormal personality functioning toward normal functioning (Table 1–1).

Personality represents the integration of behavior patterns with their roots in temperament, cognitive capacities, character, and internalized value systems (Kernberg and Caligor 2005). Temperament refers to the constitutionally based disposition to a pattern of reactions to internal and environmental stimuli; this includes the intensity, rhythm, and thresholds of affective responses. Constitutionally based thresholds for the activation of positive, pleasurable, rewarding affects and of negative and painful affects represent the most important link between biological and psychological aspects of personality (Kernberg 1994). The intensity, type, and range of affect exhibited by children in a developmental sequence are important in understanding BPO. Not surprisingly, affect is related to the caregiving context (Kochanska 2001). Attachment patterns between a mother and a child as young as 14 months are related to affect display in laboratory settings. In these settings, over time secure children become less angry, whereas insecure children demonstrate more negative affect.



5TABLE 1–1. Aspects of levels of personality organization





	 

	Borderline organization

	Neurotic organization

	Normal organization




	Identity

	Incoherent sense of self and others; poor investments in work, relations, leisure

	Coherent sense of self and others but one element of psychic life not fully integrated; investments in work, relations, leisure

	Integrated sense of self and others; investment in work, relations, leisure




	Defenses

	Use of primitive defenses

	Use of more advanced defenses; rigidity

	Use of more advanced defenses; flexibility




	Reality testing

	Variable empathy with social criteria of reality; some confusion and distortion of self versus nonself, internal versus external

	Accurate perception of self versus nonself, internal versus external; empathy with social criteria of reality

	Accurate perception of self versus nonself, internal versus external; empathy with social criteria of reality







6Cognitive processes play a crucial role in the perception of reality and the organization of behavior toward articulated goals. Cognitive processes also play a crucial role in the development and modulation of affective responses. Cognitive representations of affect influence affect activation thresholds. These cognitive processes are crucial in the transformation of primitive affective states into complex emotional experiences. Through an integration of learning from models provided by caregivers and temperamental dispositions, cognitive capacities for attention regulation and effortful control are developed.

Character—the behavioral manifestation of identity—is the dynamic organization of behavior patterns that are characteristic of the particular individual. Character includes the level and degree of organization of behavior patterns and the degree of flexibility or rigidity of behaviors across environmental situations. Character reflects the effects of the integration of myriad internalized relations between self and others that contribute to internal models of behavior. The subjective consequence of character is the structure of identity, that is, the integration of all the self representations of these dyadic units into a stable and complex self concept, related to the complementary integration of object representations into integrated concepts of significant others. Character and identity are mutually complementary aspects. It is identity, composed of the concept, or concepts, of self and of significant others, that provides the psychological structure that determines the dynamic organization of character.

The internalization of significant object relations gives rise to one more crucial subjective structure of an integrated system of ethical values, which in psychoanalytic theory is designated as the superego. In the development of borderline pathology, disturbances of this structure have significant clinical, therapeutic, and prognostic implications.

7NORMAL PERSONALITY ORGANIZATION

The individual with a normal personality organization has, first of all, an integrated and coherent concept of self and of significant others that is captured in the concept of identity. This concept includes both an internal coherent sense of self and behavior that reflects self-coherence. This coherent sense of self is basic to self-esteem, enjoyment, a capacity to derive pleasure from relationships with others and from commitments to work, and a sense of continuity through time. A coherent and integrated sense of self contributes to the realization of one’s capacities, desires, and long-range goals. Likewise, a coherent and integrated conception of others contributes to a realistic evaluation of others, involving empathy and social tact, and thus the ability to interact and relate successfully. An integrated sense of self and of others contributes to the capacity for mature interdependence with others, which involves a capacity to make emotional commitments to others while simultaneously maintaining self-coherence and autonomy. The capacity to establish intimate and stable love relations, and to integrate eroticism and tenderness in such relationships, is another consequence of a coherent identity.

A second structural characteristic of normal personality organization is the presence of a broad spectrum of affective experience. The individual with normal personality organization has the capacity to experience a range of complex and well-modulated affects without the loss of impulse control. This capacity is related to both identity and an individual’s level of defense mechanisms. Defense mechanisms are those aspects of the psychological apparatus that help an individual negotiate the anxiety related to conflicts within the self (e.g., between loving feelings and hating feelings or between urges and internal prohibitions against the urges) or between internal urges and the exigencies of external reality. A coherent identity associated with well-functioning psychological defenses allows the individual to experience intense affects in the context of a consistent and solid foundation of internalized experience that helps the individual both understand and absorb the affect. For individuals with personality disorders, a basic initial element of therapy is to create a setting in which the therapist is able to contain the intense affects that the patient has difficulty containing and therefore metabolizing symbolically through language.

A third characteristic of normal personality organization is the presence of an integrated system of internalized values. With its developmental roots in parental values and prohibitions, the mature system of internalized values is not rigidly tied to parental prohibitions but is stable, individualized, and independent of external relations with others. This internal structure 8of values is reflected in a sense of personal responsibility, a capacity for realistic self-appraisal and self-criticism, and decision making that is flexible and infused with a commitment to standards, values, and ideals.

DEVELOPMENTAL FACTORS

Internalized object relations dyads are the building blocks of psychological structure. In the course of infant development, multiple internal dyads are created on the basis of affectively intense experiences. These dyads become the prototypes of an individual’s experience of self and other. Figure 1–2 illustrates several of the most prominent dyads, among many possible others, that are generally internalized in the course of development.

Object relations theory posits that the combination of an infant’s temperament and experiences in affectively intense interactions with caretakers in the environment is crucial to development. The early interactions between infant and caregiver are the operative elements in the gradual internalization by the infant of a representation of the external world. These interactions are internalized in ways that are influenced by the infant’s temperament. They involve both affective arousal and cognitive-perceptual elements. An optimal infant-caregiver interaction provides the infant with a nurturing and caring atmosphere in which he or she perceives the caregiver as loving and as accurately understanding the infant’s needs, which are met in a satisfying rhythmic interchange (see Gergely and Watson 1996). In this context, the infant develops a secure attachment to the caregiver and begins to create a coherent internal narrative about self and other, with positive and joyful expectations that he or she is safe and cared for. This secure attachment helps the infant deal with the negative experiences—moments of discomfort and pain—that are inevitably part of the developmental path.

During relatively quiescent periods of low affective intensity, the infant takes in the surrounding environment with a general sort of cognitive learning depending on age and neuropsychological development. In contrast, the infant also experiences periods of high affective intensity. These periods are usually related to needs or wishes for pleasure (“I need help,” “I want more”) or to fears or wishes to get away from pain (“Get me away from that!”). The infant’s affects are intense because affects have the biological function of helping immature mammals survive through pleasure/nurturance seeking and harm avoidance and through signaling needs via affect expression to the caregiver. A typical experience of pleasure or satisfaction occurs when the infant is acutely hungry and the mother is present and responds, whereas a typical experience of pain or frustration occurs when the caretaker, for whatever reason, does not respond to the infant’s felt needs. 9During a child’s early life, the intensity of these moments is not yet cushioned by a broad internalized context of experience.

[image: Images]

FIGURE 1–2. Infant’s internal world.

Note. a = affect; O = object representation; S = self representation.

These periods of peak affective intensity involve the self in relation to the other and are involved in the laying down of affect-laden memory structures in the developing psyche (see Figure 1–2). As stated by Kernberg (1992), “Peak-affect experiences may facilitate the internalization of primitive object relations organized along the axis of rewarding, or all-good, or aversive, or all-bad, ones. In other words, the experience of self and object when the infant is in a peak-affect state acquires an intensity that facilitates the laying down of affective memory structures” (p. 13). These affect-laden memory structures influence the developing individual’s motivational system because under peak affect states an infant is likely to internalize what seems important for survival—that is, obtaining what is needed and avoiding what is painful or threatening.

With regard to the object relations dyads, the infant’s satisfying experiences involve an ideal image of a perfect nurturing other and a content, satisfied self, whereas the frustrating experiences involve a totally negative image of a depriving or even sadistic other and a needy, helpless, anxious self. Although these images are representative of specific moments in time, 10rather than of the totality or continuity of the object, they are encoded in memory structures as a partial representation of a larger reality. This system is such that an infant whose caregiver is generally attentive and nurturing may nevertheless internalize images of a sadistic, depriving object because of experiences of temporary frustration or deprivation. In a similar fashion, an infant whose caregiver is generally neglectful or abusive may have rare satisfying experiences that, in combination with a longing for gratification, lead to an internalized image of a loving, nurturing object.

Disruptions in the infant-caregiver interaction lead to deviations in this optimal developmental path that may cause negative experiences to take on a more dominant role in the developing mind. The conception of self and others develops from an early age and depends on the emergence of language and the encoding of semantic (objective information about the world) and episodic (reexperiencing of past events) memories. Autobiographical memory is referred to as that form of episodic memory that forms personal and long-lasting conceptions of one’s own story over time (Nelson and Fivush 2004). There is a sequence in the development of self representations, progressing from unrealistically positive or negative evaluations with all-or-none thinking in childhood to the presence of positive and negative evaluations with the ability to integrate opposing attributes in middle to late childhood (Harter 1999).

Disruptions in the relationship between the child and caregivers and/or the presence of trauma have a profound effect on the developing conception of self and others (Harter 1999). Early sexual abuse occurs in the history of some borderline patients, and caregiver neglect, indifference, and empathic failures have been identified as additional factors with profound deleterious effects (Cicchetti et al. 1990; Westen 1993). Children reared in these disturbed environments form insecure attachments with their primary caregivers (Cicchetti et al. 1990; Westen 1993) that interfere with the development of capacities for effortful control and self-regulation, and the internalization of conceptions of self and other are compromised by intense negative affect and defensive operations that distort the information system in an attempt to avoid pain.

MOTIVATIONAL ASPECTS: AFFECTS AND INTERNAL OBJECT RELATIONS

Affects are the inborn dispositions that emerge in the early stages of human development. Constitutionally and genetically determined experiences of positive and negative affect are gradually organized into broader drives, involving motivation, as the affects associated with specific relationship dyads 11sort out into broader positive and negative segments. Gratifying, pleasurable affects are organized as libido, whereas painful, aversive, negative affects are organized as aggression. It is the affectively driven development of an individual’s set of internal object relations, based on interactions that were experienced and then elaborated by unconscious fantasy processes, that is laid down in memory and becomes the individual’s inner world of object relations—that is, images of self and object representations with their affective charge. Affects, then, are the building blocks of the drives, and they signal the activation of drives in the context of particular internalized object relations.

In the course of the infant’s development, multiple affectively charged experiences are internalized in such a way that a segment of the psyche is built up with these idealized images on the basis of satisfying experiences on one side, and a segment is built up with negative, aversive, hostile images on the other. In early development, an active separation of these segments develops within the psyche (Figure 1–3).

In the normally developing child, there is a gradual integration, over the first few years of life, of these extreme good and bad representations of self and others that results in internal representations of self and objects1 that are more complex and realistic—acknowledging the reality that every person is a mix of good and bad attributes and is capable of being satisfying at some times and frustrating at others (Figure 1–4).

In patients who will develop borderline pathology, this process of integration does not evolve, and a more permanent division between the idealized and persecutory sectors of peak affect experiences remains as a stable, pathological intrapsychic structure (see Figure 1–3). Dyads such as those seen in Figure 1–2 play a prominent role in this split internal structure: the “hungry, deprived self” may be experienced as the “victim” in relation to the “sadistic, depriving other,” and the “hungry, then satisfied self” may be experienced as the “perfectly loved object” of the “ideal, responsive other.” This separation “protects” the idealized representations, imbued with warm, loving feelings toward the object perceived as satisfying, from the negative representations that are associated with the affects of anxiety, rage, and hatred. One aspect of object relations theory that distinguishes it from a more purely cognitive psychology is the emphasis that these representations are not merely cognitive images but also are connected to intense primitive affects, including hatred of the depriving object. Because hatred is defined by the wish to destroy, a separation of the good and bad segments is necessary in this primitive psychic organization to protect the “ideal” representations of self and object from the danger of destruction by the hatred associated with the “bad” ones. This separation is the internal mechanism of splitting, which is the paradigm of primitive defense mechanisms and is central to borderline pathology. Although this radical splitting of affects into extreme opposite camps does not help an individual adapt well to the complexity of external reality, it nonetheless provides a modicum of relief from anxiety in that it provides a first attempt at organizing the confusing mix of affects an individual experiences in response to the world and therefore may be hard for an individual to abandon as the process of change puts that system into question.

12[image: Images]

FIGURE 1–3. Split organization: consciousness of all-bad or all-good internal representations.

O = object representation; S = self representation.

[image: Images]

FIGURE 1–4. Normal organization: integration with awareness of complexity.

O = object representation; S = self representation.

13Melanie Klein (1946) referred to this split internal world as the paranoid-schizoid position, characterized by all-good and all-bad internal representations. The schizoid quality of this position comes from its split nature. The paranoid quality comes from the tendency to project the “bad” persecutory object onto external objects and therefore to live in fear of aggression from the outside. This psychological structure is thus an obstacle to intimacy because getting close to someone means getting close to a likely source of aggression. In the course of normal development, individuals evolve beyond the split paranoid-schizoid position to achieve an integrated and more nuanced psychological structure that acknowledges the blend of loving and aggressive affects in the self and in others; the individual moves from the realm of extremes, which includes only the possibilities of either the perfect other or self or the totally negative self or other, to the realm of more realistic and complex representations that can still be “good enough.” Klein labeled this latter psychological structure the depressive position for two reasons. First, it entails the loss of and need to mourn the unrealistic ideal image of provider and of self, a difficult step that might involve the shift of the quest for the ideal to more symbolic realms such as art or spirituality. Second, it involves accepting one’s own aggression that had previously been experienced as existing solely in others, leading to the experience of guilt and remorse that accompanies the conscious awareness of aggression that might have been acted out toward others with no awareness or guilt when those others were perceived through the lens of the internal all-bad object. A goal of TFP is to help the patient advance from the paranoid-schizoid position to the depressive position, with further work to then resolve issues of the depressive position and achieve a harmonious psychological balance.

14If the infant cannot avoid what is bad and obtain what is good, he or she signals the caregiver for help. The caregiver with a capacity to read those signals knows how to respond, in terms of both behavior and expression of affect (Fonagy et al. 2007). However, if the interactional system between infant and caregiver is distorted by abnormal attachment, characterized by a mismatch between signal and response, the infant suffers from overwhelming negative affect. A result of this process is that normal integration of affectively opposite experiences does not take place: the child does not internalize the fact that frustration can be tolerated in the context of knowing that a generally reliable system is in place. As these negative experiences accumulate, there develops an entire motivational system, a dissociated motivational system that functions independently from the positive rewarding one, which engenders a series of mental mechanisms to deal with the intensity of negative affects. Projective defense mechanisms attempt to get rid of negative affect and perceive it as coming from the outside. Other primitive defense mechanisms idealize some relationships as protection against danger from activation of negative affects. Unrealistic idealized distortions alternate with unrealistic paranoid distortions.

This alternation of distortions has an impact on relational systems in that an individual experiencing internal conflict may feel well (“I am safe”) but then suddenly experience aggression as threatening from the outside. With the development of an exaggerated, hypertrophied negative segment of affective experience, the individual becomes both hyperalert to any potentially negative stimulus and hyperreactive to negative and threatening experiences. The way to survive is to withdraw or to counterattack, leading to difficulty identifying with others and deficits in the internalized morality that is based on identification with a consistent system of shared values. This process creates an interruption to the developing mental social system.

Eventually, in the course of normal development, patterns of behavior are established by which the intense motivational system of splitting off and projecting negative affects is modulated and integrated into the individual’s adaptive mechanisms and general aspirations, improving adaptation to the complexity of the real world. However, in borderline individuals the split between the extreme negative and idealized segments of the psyche remains intact, impeding the development of an integrated sense of who they are and leaving relationships with others seriously distorted. These individuals cannot acquire an integrated sense of self that would permit them to accurately evaluate their specific mental state and that of others in the light of a generally balanced view of self and human interactions. These concepts have more recently been taken up and studied in the theory of mentalization (Bateman and Fonagy 2004).

15Finally, important to the organization and guidance of patterns of behavior is the system of internalized values. This moral compass is derived developmentally from the internalization of parental and cultural demands and prohibitions in the first phase of moral development and coherent realistic values as the system matures. From a psychoanalytic object relations view, the development of a coherent system of moral values is related to the successful integration of internal representations of self and others. Moral development proceeds from harsh internalized punitive voices to identification with a harmonious system of consistent values (Jacobson 1964). In a series of studies, Kochanska and colleagues have traced the development of effortful control with the emergence of conscience. During early childhood, effortful control emerges by age 45 months as a traitlike attribute. Children with higher effortful control have greater conscience development and fewer externalizing problems (Kochanska and Knaack 2003).

In summary, healthy and adaptive self-reflection depends on a series of mechanisms: the internalization of dyadic relationships with the integration of concept of self and integration of concept of significant others. The latter also enables one to acquire a view of the other person in depth and judge the concrete behavior of another in the context of the overall pattern of that person’s behavior. Interpretation of the self concept enables one to differentiate and circumscribe a momentary affect state within the context of one’s more complex affective dispositions. If evaluation of the other in total is distorted by the projection of narrow internal images, one cannot reflect realistically about the other—one cannot see beyond the internal object representation that he or she triggers in the immediate interaction. This leads to thinking that how the other person is right now defines him or her, in contrast to being able to judge another person beyond that person’s emotional state and actions in the moment.

A picture emerges of a developmental pathway characterized by the confluence of effortful control and other self-regulatory skills emerging in the context of a nurturing and securely rhythmic and predictable relationship between child and caregiver. The interaction of the benevolent, empathic, and attentive caregiver and the child yields growing self-regulation, the predominance of positive over negative affect, the beginnings of conscience, and increasingly smooth interactions with peers. This path of normal development may be disrupted by a genetic constitution characterized by abnormally intense levels of affect activation (temperament) and/or an environment characterized by physical or emotional neglect or by physical or sexual abuse. The result is a child who demonstrates predominantly negative affect, poor self-regulation, disruptions in conceptions of self and others, and disturbed relations with peers. Although no developmental studies 16of borderline patients yet exist, this emerging picture resembles the adult presentation of BPO with its identity diffusion, preponderance of negative affect, poor self-regulation, and compromised relations with others.

AN OBJECT RELATIONS MODEL OF NOSOLOGY

Consistent with our fundamental premise that one can understand personality and its pathology only by examining observable behavior with reference to subjective experience and the underlying psychological structures, we have constructed a psychoanalytic model of nosology based on these elements. Figure 1–5 illustrates a theoretical classification of personality disorders that combines categorical (i.e., DSM-5 disorders [American Psychiatric Association 2013] and other personality disorders) and dimensional constructs (i.e., relative severity of pathology, relative degree of infusion of mental life with aggression, and introversion vs. extroversion) for understanding the entire realm of personality disorder.

At the behavioral level, personality pathology is manifest in inhibition of normal behaviors and/or exaggeration of certain behaviors (e.g., sexual inhibition or sexual promiscuity) and also the presence of oscillation between contradictory behaviors. At the structural level, the personality can be organized either with a coherent and integrated sense of self and others or without this coherent sense of identity (identity diffusion). By considering the concept of identity along with related concepts of defense mechanisms, reality testing, object relations, aggression, and moral values, one can conceptualize levels or degrees of pathology of personality organization, ranging from healthy to increasingly dysfunctional organization as one progresses from normal to neurotic to borderline to psychotic personality organization (see Table 1–1).

NEUROTIC PERSONALITY ORGANIZATION

In contrast to patients with BPO, patients with neurotic personality organization (NPO) have an integrated identity (i.e., integrated sense of self and others). These patients generally use mature defensive operations that are organized around repression rather than splitting; that is, they more successfully keep their disturbing thoughts and affects at bay. These defensive operations do not lead to abrupt changes in affect states or manifest behavioral characteristics that acutely distort the patient’s life experience and interpersonal interactions. Neurotic defenses, in contrast to splitting, involve integrated, ego-syntonic representations of self and objects that have combined into a complex whole that defines a consistent self concept and a realistic repertoire of representations of others that provide a stability lacking in BPO. A typical example of this is reaction formation. A neurotic individual with a conflict around aggression might function in accordance with a predominant sense of self as a polite but subservient individual in relation to a powerful authority while consistently repressing from consciousness a single isolated dyad, not integrated with the otherwise coherent sense of self, that involves a rebellious self aggressively challenging a sadistic authority. This latter dyad is consistently repressed and has no access to consciousness in the neurotic individual except in the case of regression, such as an explosive angry outburst, dreams, or neurotic symptoms such as anxiety when a rebellious urge comes close to consciousness. In most circumstances, this individual would demonstrate an even level of functioning, albeit limited in the fulfillment of competitive strivings. Neurotic level personality disorders, including hysterical personality disorder, obsessive-compulsive personality disorder, and depressive-masochistic personality disorder (diagnoses not found in DSM-5), are the least severe personality disorders (see Figure 1–5).
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FIGURE 1–5. Structured diagnoses: classification of personality disorders combining categorical and dimensional constructs.

Severity reflects 1) identity diffusion, 2) predominance of primitive defenses, and 3) intensity of aggression.

18BORDERLINE PERSONALITY ORGANIZATION

Patients with BPO experience primitive intense emotions that are not linked to each other internally; therefore, whatever emotion is experienced in the moment overwhelms the patient’s subjective experience, becomes his or her entire sense of reality, and impairs his or her ability to cognitively assess situations accurately. Although aware of the cognition associated in his or her mind with the intense affect, the patient is not effective in appraising the external situation. This is not simply affect dysregulation but rather dysregulation of cognition and affect.

The borderline level of personality organization includes both specific personality disorders described in DSM-5 and other personality disorders not mentioned in DSM-5 (hypomanic personality disorder, sadomasochistic personality disorder, hypochondriacal personality disorder, and the syndrome of malignant narcissism) (Kernberg and Caligor 2005).

Constituent Elements of Borderline Personality Organization

Patients with BPO are characterized by the fragmented nature of their identity, the use of primitive defenses, generally intact but fragile reality testing, impaired affect regulation and sexual and aggressive expression, inconsistent internalized values, and poor quality of relations with others (see Table 1–1).

The pathological structure of BPO consists of a lack of integration of the primitive positive (idealized) and negative (persecutory) segments of early 19object relations that were laid down as memory traces in the course of early intense affective experiences. This lack of internal integration—of a coherent sense of self and coherent representation of significant others—constitutes the syndrome of identity diffusion, the opposite of a normal identity and sense of self. Clinically, the lack of integration of these internal representations of self and others becomes evident in the patient’s nonreflective, contradictory, or chaotic experience of self and others and in the inability to integrate or even to become aware of these contradictions.

Behavioral correlates of this borderline psychic structure include emotional lability, anger, interpersonal chaos, impulsive self-destructive behaviors, and proneness to lapses in reality testing (i.e., the types of symptoms described in DSM-5). A typical specific manifestation of this diffuse and fragmented identity is the abrupt shift from a calm moment in a relationship to rage because of a perceived slight.

Primitive Defenses

The predominant use of primitive defensive operations is manifest in behaviors that interfere with the patient’s functioning and, in the context of therapy, distort the patient-therapist interaction in ways that become material to work on. The purpose of defense mechanisms in general is to negotiate conflicts among the competing pressures exerted by affect states and drives, internalized prohibitions against drives, and external reality. Successful mature defenses minimize the anxiety stemming from these conflicts and maximize the individual’s ability to act flexibly and succeed in love and work. In the course of normal psychological development, individuals proceed from the primitive defenses, such as splitting, that predominate in infancy and childhood as a first attempt to establish some order among the internal forces in conflict to the mature defenses that predominate in the psychological life of the healthy individual, such as rationalization, intellectualization, humor, and sublimation.

Primitive defenses are a first attempt to deal with anxiety, but they are rigid and inflexible and do not allow for successful adaptation in life. They emerge in the first years when the developing child is attempting to cope with the interface of intense affects and their related drives in relation to each other and in relation to external reality. The first effort at protecting from the anxiety of colliding libidinal and aggressive affects is to strictly separate these affects, as well as to separate the objects of these affects. Primitive defenses are organized around splitting, the radical separation of good and bad affect, of good and bad object. These defense mechanisms are an attempt to protect an idealized segment of the individual’s psyche, or internal world, from an aggressive segment (see Figure 1–3). This separation, 20which provides a certain sense of order (i.e., of distinguishing good from bad and attempting to distinguish self from other), is maintained at the expense of the integration of the images in the psyche. Because these defenses can impede successful cognitive processing of the external world or of internal affects, they often lead to behavioral manifestations of distress rather than internal mastery of it.

This split internal organization of the psyche imposes itself on the individual’s perception of the world, which is experienced in categorical terms. Opinions are strong, but they are not stable. Things are good or bad in such an extreme way that there is a poor fit with reality. The good must be so completely good that any failing or shortcoming catapults it into the bad category. Consequently, what is good and what is bad can quickly shift according to the immediate circumstances. These sudden changes contribute to the chaotic nature of the borderline individual’s experience. If the individual feels a friend has disappointed her, that person may be abruptly relegated to a “blacklist”; later, a positive experience may shift things back as the wish to find the totally good object comes back into play. The good versus bad responses to the world influence the individual’s moods: a single frustration may make everything seem bleak, resulting in a depressed mood. A happy surprise may shift everything temporarily to euphoria. The rigid good versus bad categories provide little flexibility for dealing with the complexity of the world and, in particular, of interpersonal interactions. The individual is not able to appreciate the subtle shadings of a situation or to tolerate ambiguity. The individual is predisposed to distortions in perceptions because external reality is filtered through the rigid and primitive internal structure of self and object representations. Splitting does not provide for successful adaptation to life and can explain much of the emotional and interpersonal chaos and symptoms of patients with BPO.

In the borderline individual in whom splitting predominates, each part of the split has access to consciousness and to expression, although in a discontinuous, abrupt, and dissociated form. This individual experiences, in a chaotic way, contradictory thinking, affects, and behaviors. When split-off material enters consciousness, it does so with the full accompanying affect, resulting in the experience of intense emotional chaos.

Splitting, or primitive dissociation, can be manifested by projective identification, an unconscious tendency to induce in another person affect states that are difficult to tolerate; the other individual is made the repository of the dissociated affect that the self cannot tolerate. This concept will be very important in the therapist’s interactions with the patient as the therapist’s awareness of what he or she is “made to feel” in the interaction provides valuable information about what the patient has difficulty integrating 21within himself or herself. Projective identification is intimately linked with the defense of omnipotent control (Kernberg 1995). The patient who has deposited unwanted parts of the self into another feels the need to control the other person because the projection of that part of the self makes the other seem dangerous and threatening (e.g., a source of anger, aggression, abandonment). Primitive idealization, devaluation, and denial are other dominant primitive mechanisms that complement or reinforce splitting, projective identification, and omnipotent control. Primitive denial involves the conscious cognitive awareness of an affective state or behavior that the individual experiences at another time but without any capacity for emotional connection with that experience at the present time.

Reality Testing

Individuals with both borderline and neurotic personality organization can experience intact reality testing—that is, the capacity to identify with ordinary social criteria of reality. However, the borderline patient’s reality testing is subject to fluctuation not found in neurotic patients. Borderline patients typically lack subtle tactfulness in social interactions, particularly under stress, and may regress to paranoid thinking related to lack of clarity about whether an affect “in the room” stems from the patient or from the other person in the interaction. There can be confusion as to which elements of an interaction come from the self and which come from the other. In contrast, neurotic personality organization presents with a more fine-tuned sense of tactfulness, empathy, discretion, and self-reflection.

Object Relations

In normal development, the internal object relations dyads become linked and develop into the larger organizing structures making up the mature psychic apparatus: the id, the ego, and the superego (Kernberg 1980). Relatively stable conflicts among these psychic structures underlie neurotic symptoms. Borderline individuals remain at the level of more fragmented, and not necessarily accurate, internal representations of self and others that correspond to a psychological landscape of more isolated impulses and prohibitions, in contrast to an organized system of them. This results, first, in a view of the world in which loving nurturing objects and punitive depriving objects alternate with no realistic middle ground and, second, in a poorly developed sense of self with shifts from experiencing oneself (more or less consciously) as needy and helpless to experiencing oneself as omnipotent. Disturbed object relations are manifested in a lack of capacity for empathy with others and a lack of mature evaluation of others. Because others are perceived alternately as idealized or persecutory and/or devalued, the borderline 22individual has difficulty establishing and maintaining relationships in depth and, in particular, intimate relationships. Corresponding to this, sexual pathology takes the form of either inhibition of sexual experience or chaotic sexuality.

A particular variant of BPO that is common in clinical practice is narcissistic personality disorder (NPD). Individuals with NPD share the identity diffusion characteristic of all personality disorders organized at the borderline level. However, their defensive structure differs in that, in an attempt to escape the distress and sense of emptiness associated with identity diffusion, individuals with NPD retreat into an imaged grandiose self that can appear integrated but is fragile and brittle in that it does not correspond to objective reality. Patients with NPD constitute an increasing challenge in clinical practice. Although the methods of TFP outlined in this book apply to therapy for patients with NPD, practical constraints have kept us from including a full discussion of narcissistic pathology and modifications of TFP to address the particular challenges of NPD. A fuller discussion of these topics is available elsewhere (Diamond et al. 2011; Stern et al. 2013; D. Diamond, F. E. Yeomans, and B. L. Stem, A Clinical Guide for Treating Narcissistic Pathology: A Transference Focused Psychotherapy, in preparation).

Moral Values

The mature superego is constituted developmentally by successive layers of value systems related to internalized self and object representations (Jacobson 1964; Kernberg 1984). The first developmental layer reflects the demanding and primitive morality experienced by the child as caregivers make demands that prohibit the expression of aggressive, sexual, and dependent impulses. The second layer is constituted by the ideal representations of self and object a reflection of early childhood ideals. The third layer of the superego evolves as the earliest persecutory level and the later idealizing level of superego functions are integrated, toned down, and made more realistic, facilitating the internalization of more realistic parental and cultural demands and prohibitions. This third layer of integrated superego operating as an internalized value system allows the individual to be less dependent on external confirmation and behavior control and capable of deeper commitments to values and to others. It undergoes processes of abstraction, generalization, and individualization that usually are completed by late adolescence.

The extent of superego pathology, which at its most extreme involves antisocial traits, is particularly important in terms of its negative prognostic implications for all psychotherapeutic approaches to the personality disorders. This overriding prognostic indicator is matched in importance only 23by the presence (or absence) of intense relationships with significant others, chaotic or disturbed as they may be. The more severe the antisocial traits are and the more isolated the patient is over an extended period of time, the worse the prognosis is. Conversely, severe personality disorders with maintained interpersonal behavior and absence of antisocial features can present a positive prognosis for psychotherapy.

Aggression

We previously discussed the central role of the constitutionally derived affects that are the earliest powerful motivators of human behavior (see section “Borderline Pathology: Structural Organization”). These affects emerge in the earliest stages of development, and through interaction with the environment and especially the major caregivers, the pleasurable, gratifying affects are organized as libido and the painful, negative affects are organized as aggression. Sexual excitement constitutes the core affect of libido, which evolves out of the early experiences of elation and body surface sensual pleasures. The erotic system gradually acquires a central role in the integration of positive affective systems—that is, libido. Aggression is related to the origins of the more differentiated affects of irritability, anger, rage, envy, and hatred.

Affects are the primary psychological motivators in the sense that one seeks what is desirable and tries to flee from what is undesirable, painful, or harmful. A complex variant is an abnormal development of the generally normal integration of positive and negative affective systems—namely, the recruitment of sexual pleasure at the service of aggression through inordinate sadism or pleasure in self-harming. Under these circumstances, the experience of aggression becomes a source of pleasure. Regardless of the cause of the negative affect—either constitutional negative affect and/or environmentally mediated experiences of trauma, disturbed relationships with caregivers, or overwhelming pain—its internalized representations and related distortions have an important impact on what the individual feels and how he or she perceives things.

Patients with low-level BPO (toward the bottom of Figure 1–5) suffer from more overt aggression that invades their object relations and thus have more serious lacunae in superego development than do patients with high-level BPO. In terms of DSM diagnoses, patients with low-level BPO are likely to have BPD with comorbid narcissistic, paranoid, and antisocial personality disorder or traits. Patients with low-level BPO are more difficult to treat than are patients with high-level BPO and at times approach the limits of treatability (Koenigsberg et al. 2000a; Stone 2006). Patients in the less severe group (upper part of Figure 1–5) demonstrate a greater proportion 24of libidinal affect (albeit frustrated) in relation to aggressive affect, a greater capacity for dependent relationships with significant others, more capacity for investing in work and social relations, and fewer nonspecific manifestations of ego weakness.

Object Relations Nosology and DSM-5

The DSM system has the tendency to anchor the diagnostic criteria to observable behaviors. The limitation in this approach is that the same behaviors can have very different functions and meaning (Horowitz 2004) depending on the underlying personality organization (Kernberg and Caligor 2005). Behaviors related to social timidity or inhibition, for example, may contribute to a diagnosis of schizoid or avoidant personality disorder, yet these same surface behaviors may, in fact, reflect the cautiousness of a paranoid individual or the reticence of a narcissistically grandiose individual to expose his or her deep yearnings.

In light of the history noted earlier in this chapter of the concepts of BPD and BPO that predated DSM-III (see section “Two Approaches to Borderline Pathology”), it is interesting to consider the two views of the personality disorders presented in DSM-5. After fierce debate and disagreement, the personality disorder categories from DSM-IV (American Psychiatric Association 1994) have been retained in DSM-5, but the deliberations of the Personality Disorders Work Group are presented in DSM-5 Section III, “Emerging Measures and Models,” as the “Alternative DSM-5 Model for Personality Disorders.” The core of personality disorder is defined in the alternative model as disturbances in self and interpersonal functioning. Self-functioning is described by the domains of identity and self-direction, and interpersonal functioning is described by the domains of empathy and intimacy. This definition, adapted by the Personality Disorders Work Group, is in line with a growing consensus in the field that self and other functioning is at the center of personality and personality disorder (Bender and Skodol 2007; Gunderson and Lyons-Ruth 2008; Horowitz 2004; Livesley 2001; Meyer and Pilkonis 2005; Pincus 2005). This is a view that has long been espoused in object relations theory (Kernberg 1984). These difficulties in self and interpersonal functioning are intertwined and lead to the final common pathway of subjective experience and interpersonal behavior.

The revised and improved definition of personality disorder in DSM-5 Section III may lead to a more refined assessment of the core aspects of personality disorder and to advancements in the assessment of outcome of treatment for individuals with these disorders. To date, the treatments for personality disorder have concentrated on the reduction of symptom behaviors and feelings. Although various treatments have resulted in significant 25changes in symptoms, the core issues of self-functioning and interpersonal functioning have received less attention. The alternative DSM-5 model balances attention to personality disorder diagnoses or types with dimensional traits that capture important domains of dysfunction with estimates of severity. The alternative model includes five broad domains of personality trait variation: negative affectivity, detachment, antagonism, disinhibition, and psychoticism. The object relations concept of identity includes investment in relations with others, which would relate to traits of antagonism and detachment. The object relations concept of reality testing includes but is broader than the trait of psychoticism. The traits of negative affect and antagonism are similar to the dimension of aggression in the object relations model. The object relations concept of moral values is not covered in the traits of the alternative DSM-5 model.

Traits are chosen to describe individuals in terms of their stable patterns across environmental situations. Because this is basically a descriptive process, trait theory fails to explain how or why the behaviors occur. Only with the study of personality processes can one begin to understand how and in what way personality traits have their impact (Hampson 2012). By understanding both personality traits and personality processes (e.g., emotion regulation) (Cervone 2005; Mischel and Shoda 2008), one can achieve a fuller picture of personality functioning. This fuller picture has implications for the clinical assessment of the individual with suspected personality pathology. The rating of salient traits and their severity is only the first step in treatment planning and must be followed with interview assessment of the situations in which the troublesome trait is manifested and with details about the specific context.


Key Clinical Concepts

• Object relations theory postulates that human drives are always experienced in a relation between self and others and focuses on an individual’s internal mental representations of self and others (objects of the drives) linked by affects.

• Through the interaction of temperamental predispositions and experience in the infant-caregiver context, symbolic cognitive-affective representations of self and others are internalized by the developing individual. These object relations dyads can be considered the building blocks of psychological structure, especially with regard to identity.

• A clinically useful nosology of personality pathology combines dimensional variables (level of identity integration, defenses, reality 26testing, quality of object relations, aggression, moral values) and categorical zones of organization.

• Key to structural diagnosis is the concept of the split internal structure within which “bad” aggressive and persecutory affects are radically separated from “ideal” loving and libidinal affects. The former are projected and experienced as coming from outside. Growth and integration involve an individual’s gaining awareness of and taking responsibility for the full range of his or her affect states.
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2

EMPIRICAL DEVELOPMENT OF TRANSFERENCE-FOCUSED PSYCHOTHERAPY

A Clinical Research Process

IN THIS CHAPTER we describe the steps in the empirical development of transference-focused psychotherapy (TFP), proceeding from a conceptualization of borderline pathology to an articulation of the treatment focus and process and to empirical assessment of TFP. We relate the emerging core pathological processes to treatment foci, with special attention to the real-time functioning of patients with borderline pathology as identified by empirical methodological advances. Because TFP and other major empirically supported treatments for borderline personality disorder 28(BPD) focus on current functioning of the patient, this refinement of understanding of real-time functioning is crucial for treatment development.

STEPS IN THE EMPIRICAL DEVELOPMENT OF TFP

The empirical development of a psychotherapeutic intervention has been described as involving six essential steps: 1) theory and research on the nature of the particular clinical dysfunction; 2) specification of the treatment, preferably in written manual form; 3) preliminary tests of treatment outcome; 4) theory and research on the change processes or mechanisms of change; 5) tests of the influence of moderators (such as pretreatment patient characteristics) on which the outcome depends; and 6) assessment of how the treatment generalizes to ordinary clinical conditions (Kazdin 2004).

Our path of treatment development for BPD and organization has progressed from articulations of borderline pathology in our clinical work to examination of treatment of patients with borderline pathology by experienced therapists to generation of treatment principles and articulation of a treatment manual. We proceeded from an examination of the effects of this treatment in a small study without a comparison group to a randomized controlled trial (RCT) with attention to outcome and to an approach highlighting the mechanisms of change. Each of the steps along our path calls for some elucidation.

THE EVOLVING UNDERSTANDING OF BORDERLINE PATHOLOGY

The history of research and clinical exploration into the nature of borderline pathology has been described as progressing from clinical descriptions to the emergence of diagnostic criteria to empirical validation of the criteria with behavioral correlates and finally to examination of the core psychological and neurocognitive processes in borderline functioning (Lenzenweger and Cicchetti 2005). In Chapter 1, “The Nature of Normal and Abnormal Personality Organization,” we discussed how Kernberg (1975) identified borderline organization on the basis of difficult treatment experiences with patients now described as having severe personality disorder. Gunderson and Kolb (1978) developed a phenomenological description of these same patients that heavily influenced articulation of the DSM-III (American Psychiatric Association 1980) description of BPD. This introduction of specific criteria for the diagnosis was extremely productive in initiating a tremendous wave of research on both the pathology and treatment of these 29patients. The emphasis was on reliability, and issues of validity were not equally addressed. The diagnostic criteria have been very effective in identifying borderline samples and stimulating treatment research, but problems with the system have become more apparent with time. Exclusive reliance on criteria in the DSM descriptions has a number of limitations.

One legacy of the polythetic criteria sets for BPD (i.e., meeting any combination of five or more of the total of nine criteria) used in DSM-III to DSM-5 (American Psychiatric Association 2013) is the heterogeneity of the patients selected with these criteria (Lenzenweger 2010). These patients manifest rampant comorbidity with other personality disorders, as well as a range of symptom disorders.

Heterogeneity at the phenotypic level is problematic in many ways. It confounds any attempt to search for related endophenotypes and the genetic factors in BPD. This heterogeneity has also confounded the empirical investigation of treatment of borderline patients. The existing RCTs on the treatment of borderline patients neither identify subgroups of patients in their examination of treatment effects nor select for a specific type of borderline patient.

The group of patients captured by the DSM BPD criteria is an extremely heterogeneous group of individuals. The dismantling of this heterogeneity is a major task facing the field at this time. Understanding the heterogeneity of BPD is necessary to describe domains of the pathology that are likely to have different etiological roots and to describe treatments with refined approaches to the various domains of pathology currently nested under the wide borderline construct.

SYMPTOM FACTOR STRUCTURE

Since the introduction of personality disorders in 1980, the eight, and subsequently nine, criteria defining BPD have been examined in terms of their frequency, co-occurrence, factor structure, and predictive validity. Factor analytic studies of the criteria in DSM-III (Clarkin et al. 1993; Sanislow et al. 2000) and DSM-IV (American Psychiatric Association 1994; Johansen et al. 2004) resulted in two to four factors, depending on the sample and instruments used. The main components of BPD are commonly described as identity problems, negative relationships, affective instability, and self-harm (Distel et al. 2010).

Because factor analysis is not the most effective statistical approach to identifying clinically relevant subgroups of individuals, we have used a sophisticated statistical procedure called finite mixture modeling. This effort has identified three subgroups of patients with BPD (Lenzenweger et al. 2008), 30which are characterized by different combinations of paranoid and suspicious orientation to others, aggressive attitudes and behavior, and antisocial behaviors and traits. Group 1 is relatively low on paranoia, aggression, and antisocial traits; group 2 is characterized by paranoia but is relatively low on the other two variables; and group 3 is high on aggression and antisocial traits. These results have been replicated (Hallquist and Pilkonis 2012; Yun et al. 2013), suggesting that these subtypes may be important for guiding further efforts to understand underlying endophenotypes and genotypes. These identifiable subtypes also have clinical implications, as we explore more fully in Chapter 11, “Trajectories of Change in Transference-Focused Psychotherapy.”

TRAIT DESCRIPTIONS

Some researchers (e.g., Widiger and Simonsen 2006) advocate the trait description of individuals in order to capture both the individuality of the patient and the dimensional similarities among groups of patients with personality disorders. This is a useful but limited approach. We and our colleagues have examined borderline pathology at the trait level (Sanderson and Clarkin 2013) and in terms of the psychodynamic constructs of identity, defenses, and reality testing (Lenzenweger et al. 2001, 2012b). Patients with BPD are high on measures of trait alienation, aggression, and absorption, and these traits represent important linkages to psychodynamic processes such as primitive defenses and reality-testing impairments.

Traits describe individuals in terms of their stable behavior patterns across different environmental situations but fail to explain how or why these behaviors occur. Only through the study of personality processes can one begin to understand how and why the personality traits have their impact (Hampson 2012). Combined understanding of personality traits and personality processes (Caspi et al. 2005; Cervone 2005; Mischel and Shoda 2008) can provide a fuller picture of personality functioning. We have attempted to combine information on borderline patients from traits to real-time processes.

REAL-TIME PROCESSES IN BPD

There are compelling reasons to focus on real-time processes within patients with BPD and other severe personality disorders. Successful therapy must focus on patients’ current reality and help them change their current functioning because their behavior is destructive and impedes their movement toward a more normal existence. Many treatments help these patients to reduce symptoms, but relatively little information is available about how 31these treatments have their effects—that is, about the mechanisms of change. Which therapist interventions coupled with patient responses in a progression through the treatment lead to successful treatment outcome? It will become clear to the reader that our view of the necessary mechanisms of change in the treatment of these patients must involve attention to behavioral control combined with significant change in the patients’ active and current representations of themselves and others that guide their behavior.

Two notable advances in scientific methodology—ecological momentary assessment (EMA) and the methods of social neurocognitive science—have contributed to understanding real-time dysfunctional processes in borderline individuals. Experience sampling methods and EMA are advances over self-report methods that are highly subject to memory bias. These newer methods use self-reports or indicators of behavior, cognition, and emotions using recall close in time to the actual events (Trull and Ebner-Priemer 2009). Functional magnetic resonance imaging (fMRI) provides advanced knowledge of the underlying neurocircuitry that is involved in the real-time functioning of borderline individuals, especially in their perception of and reactions to social challenge (for a review, see Frith and Frith 2012). These two approaches have facilitated a more detailed description and perception of the borderline patient in action, especially in the perception of self and others in social interactions.

Both EMA and social neurocognitive science enable the field to progress beyond a trait description of the personality disorders and provide important details on borderline real-time functioning from the processing of incoming stimuli to behavioral response. These methods describe how personality is organized in action. EMA provides data on the individual across time, with a focus on how the individual’s behavior is organized and repeated across certain kinds of situations. EMA also begins to reveal how the individual perceives the other across interactions. In both approaches, there is increasing recognition of the emotional and cognitive systems of functioning by borderline patients as compared with those by normal individuals in real time.

Emotion Regulation

Functional imaging studies of borderline patients suggest some specific areas of difficulty these patients experience in the processing of emotional stimuli and serve to further the early speculations by Kernberg (1984) about the defense mechanisms used by borderline patients. Empirical work on emotion regulation began with studies of defense mechanisms as postulated by psychodynamic thinkers in the 1960s, and contemporary models of cognitive emotion regulation built on that background by use of fMRI studies of appraisal and reappraisal (Ochsner and Gross 2008).

32Emotions arise from brain systems that appraise the significance of stimuli given the goals and needs of the individual, and reappraisal can be used to rethink the stimuli and modulate the affective response. Reappraisal depends on interactions between the prefrontal and cingulated regions, which are implicated in control, and the amygdala and insula, which are implicated in emotional responding.

Borderline patients have particular difficulty processing negative stimuli efficiently and effectively (Silbersweig et al. 2007). These patients rely on reflexive, automatically responding networks, whereas psychiatrically healthy controls make more use of networks with access to higher-level conscious cortical processing (Koenigsberg et al. 2009a). Furthermore, borderline patients are deficient in their ability to reduce negative affect through reappraisal (Koenigsberg et al. 2009a); this finding is quite important to borderline pathology and to potential treatment implications. In individuals without personality disorders, affect regulation by reappraisal in contrast to suppression is associated with greater positive emotion, reduced negative emotion, and better interpersonal functioning (Gross and John 2003). Both TFP and mentalization-based treatment encourage reappraisal, especially in the interpersonal perception of self and others, by the use of clarification, mentalizing, and interpretation.

Self-Regulation and Its Failures

Effortful control has been described as the ability to inhibit a dominant response in order to perform a subdominant response (Posner and Rothbart 2000; Posner et al. 2002; Rothbart and Bates 1998). Impulsivity in behavior is inversely related to the capacity for effortful control, a self-regulation dimension of temperament (Ahadi and Rothbart 1994). The individual with effortful control is able to voluntarily inhibit, activate, or change attention and thus potentially modify and modulate subsequent affect. There is growing evidence that the development of effortful control in infants and toddlers is central in the regulation of affect and in the development of mature social relations and conscience (Eisenberg et al. 2004).

Effortful self-regulation involves a variety of processes through which individuals pursue their long-term goals regardless of transient distractors, temptations, or biases. This is an intrinsically interactive process between the individual and the environment. All individuals are confronted with stressful situations requiring them to simultaneously regulate their emotions, thoughts, and behaviors. Under the usual circumstances of daily life, multiple stimuli compete for attention, and this competition is greatly influenced by bottom-up stimulus salience. Importantly, negatively charged affective stimuli (e.g., negative affects, threat-related cues) are of high salience 33and require increased cognitive control to maintain emotion regulation. Cognitive resources are limited in everyone, and for patients with BPD the struggle to regulate the emotional domain may result in a decreased availability of cognitive control skills necessary for regulating other domains. If the intensity of negative stimuli is not counterbalanced by top-down cognitive control processes that enable emotion regulation, negative affect could “sensitize” the individual toward subsequent self-regulatory failures in other domains (Heatherton and Wagner 2011), impeding the effective self-regulation in perception, behavior, and processing of social stimuli. Negative affect may well contribute to borderline patients’ reflexive (rather than reflective) pattern of social cognition, inability to process rejection-related stimuli, and misperception of others’ perspective.

Patients with BPD manifest difficulties with both aspects of emotion regulation, demonstrating a relative inability for top-down control and reappraisal of negative emotions (Koenigsberg et al. 2009b). Under conditions of negative affect, patients with BPD show a bottom-up impairment in conflict resolution and cognitive control (Silbersweig et al. 2007). In terms of neurocognitive functioning, patients with BPD have been found to have difficulties in attentional tasks even when the tasks do not involve affective arousal (Posner et al. 2002) and in processing emotional stimuli (Silbersweig et al. 2007).

Interpersonal Functioning

A core feature of BPD is severe disruptions in interpersonal behavior (American Psychiatric Association 2013; Clarkin et al. 1983) that endure even after other symptoms have declined (Skodol et al. 2005). There is a growing consensus that personality disorder involves most centrally difficulties with self definition and chronic interpersonal dysfunction (Bender and Skodol 2007; Livesley 2001), a view that has been long espoused by an object relations approach (Kernberg 1975, 1984). Disturbed and disturbing interpersonal behavior is the final common pathway of a number of dysfunctional processes in individuals with personality disorder, including those with BPD. The central issue in the field of personality disorders is which functions of the human organism are essential to adaptation and, therefore, which functions are disordered in those with personality disorders (Livesley 2001). These dysfunctional processes lead to disturbed interpersonal behaviors that have been conceptualized as a sequence of situation selection, situation modification, attentional deployment, cognitive change, and response modulation (Gross and Thompson 2007).

The intense idealized positive affect states and devaluing negative states that borderline patients experience are often stimulated by aspects of interpersonal 34relations such as interpersonal disruptions (Jovev and Jackson 2006) and perception of rejection (Herpertz 1995; Stiglmayr et al. 2005). Using an event-contingent EMA procedure, Russell et al. (2007) found that borderline patients experienced more unpleasant affect, were less dominant and more submissive, and were more quarrelsome in their interpersonal behavior than were nonclinical controls. Patients with BPD showed greater variability in the use of these behaviors. In contrast to patients with other personality disorders and psychiatric disorders without personality disorder, patients with BPD showed more disagreements, confusion, hostility, emptiness, and ambivalence in their social interactions (Stepp et al. 2009). These findings are consistent with the clinical hypothesis that borderline patients lack a stable sense of self to help guide them smoothly and efficiently through various interpersonal situations (Kernberg 1975). Indeed, information processing biases may be linked to internal beliefs, assumptions, and working models of self and others, which, in turn, guide interpersonal behavior. Beliefs about the social world, such as that one is powerless and vulnerable in the face of a malevolent social environment (Beck et al. 2004), may bias appraisal of the environment. Individuals with BPD selectively remember negative information (Korfine and Hooley 2000) while having an increased awareness of others’ emotions (Fertuck et al. 2006).

Interpersonal Trust

The centrality of disturbed self-other representations is reflected in the inability of borderline individuals to deal with two interrelated challenges of human interactions: 1) the need to trust and cooperate with others and 2) the need to obtain social acceptance and avoid rejection. As will become evident from the clinical cases illustrated in this book, these issues of mistrust and perception of rejection occur over and over again between borderline patient and therapist.

Deciding whether to trust others depends in part on the ability to accurately infer the intentions of the other in a social exchange that leads to reciprocal cooperation. The development of expectations of others as trustworthy is a multistage process. First, it requires the recruitment of brain regions involved in representing others’ mental states. Second, it activates brain areas implicated in the modulation of various aspects of social functioning, such as social memory, learning, and attachment behavior. By developing positive mental models, partners accumulate sufficient mutual trust to become socially attached to each other and to cooperate in advantageous ways. Healthy individuals build a trust relationship by learning that they can safely depend on each other (Krueger et al. 2007), but this is a dysfunctional process in patients with BPD. Borderline patients show atypical 35social norms in perception of social exchanges, which are consistent with fixed and pervasive social expectations of untrustworthiness that are not modified by the actual social experience. These biased perceptions of others eventually lead to the inability to benefit from cooperative exchange (King-Casas et al. 2008).

Rejection Sensitivity

The tendency to trust or mistrust others can be logically related to the concept of rejection sensitivity (RS), a concept that has grown out of the cognitive-affective processing model of personality functioning (Mischel and Shoda 2008). Rejection sensitivity is defined as “the processing disposition to anxiously expect, readily perceive and intensively (negatively) react to rejection cues” (Downey and Feldman 1996, p. 1327). Individuals with high RS focus extensively on anxious expectations of rejection, which can result in the perception of rejection even in the ambiguous and/or innocuous behavior of others. These individuals have a tendency to automatically interpret any social situation as confirming their rejection fears. Such an “automatic” ascription of negative dispositions to others accounts for increasing interpersonal conflicts by eliciting a self-fulfilling prophecy of rejection. The bias of expecting rejection results in a variety of adverse personal and interpersonal outcomes (Ayduk et al. 2000). RS can be conceptualized as a particular object relations dyad, one in which the other is seen as rejecting, the self is seen as vulnerable, and both are united with affects of anxiety and fear.

RS features seem central to the interpersonal difficulties of people with BPD (Ayduk et al. 2008; Staebler et al. 2011b) and can account for the association between BPD features and the increased tendency to interpret neutral social faces as untrustworthy (Miano et al. 2013). These results suggest that disturbed representation of others (as malevolent and rejecting) and self (as rejected or abandoned) may underlie the impairment in trust appraisal among patients with BPD, thus contributing to their extensive difficulties in depending on and cooperating with others. Given a history of physical and emotional neglect, and, in some cases, outright physical and sexual abuse, it is not surprising that patients with BPD might approach social situations with a bias toward rejection or worse. Yet because only a minority of individuals with a history of abuse go on to develop a psychiatric illness (Paris 1994) it is likely that aspects of the BPD patient’s mind combine with the history of abuse to result in the disorders. Converging findings suggest that the nature of RS in BPD involves a relative inability to process social interactions in a reflective, emotionally regulated way. Borderline patients react in a defensive manner and feel rejected regardless of 36actual interpersonal acceptance or rejection (Renneberg et al. 2012; Staebler et al. 2011a).

RS alone may not account for the interpersonal behaviors distinguishing normal individuals from those with borderline pathology. In nonclinical individuals, social rejection and threats to acceptance signal the need to increase cognitive control in order to help interpret rejection-related stimuli in ways that minimize personal distress and promote adjustment by responding to the immediate moment with emotional balance (Eisenberger et al. 2003). This mechanism can explain why the deployment of effortful attentional strategies accounts for a successful adjustment following interpersonal conflicts (Hooker et al. 2010). However, such a function seems to be lost or missing in individuals with BPD. Importantly, having low executive control abilities increases the risk of developing borderline features in individuals high in RS (Ayduk et al. 2008), indicating that the capacity to effortfully control rejection cues may play a major role in the pathogenesis and maintenance of the disorder. Interestingly, effortful cognitive abilities are required for inhibiting one’s own self-experience (e.g., perceived distress or rejection) to foster an unbiased consideration of another’s state of mind (e.g., neutral intention, context-dependent evaluation rather than hostile attributions) (Lieberman 2007). Patients with BPD, however, show a reflexive hypersensitivity to negative social cues (Koenigsberg et al. 2009a) as well as reduced perspective taking and increased personal distress (Dziòbek et al. 2011).

These data suggest that patients with BPD find it difficult to represent alternative explanations for others’ behaviors independently from their own internal and predetermined perspective. Their disturbed self-other representations combined with poor emotion regulation are manifest as a reflexive processing of human actions and assessment of intentions when facing social stimuli. Such automatic ascription of social attributions may depend on a relative inability to deploy the effortful self-regulatory skills necessary to process rejection-trust dilemmas in a reflective way. Recent insights on the social neuroscience of self-regulation failures may help in clarifying these mechanisms.

Social Exclusion

Stimuli that signal social exclusion are associated with an increase in negative affect (Sadikaj et al. 2010), negative other-focused emotions (Renneberg et al. 2012; Staebler et al. 2011a), emotion dysregulation, and problem behaviors (Selby et al. 2010) in individuals with BPD. Borderline patients show impaired social problem solving when experiencing negative affect induced by social rejection cues (Dixon-Gordon et al. 2011). In contexts perceived 37as abandoning or rejecting, patients with BPD, in contrast to nonclinical controls, showed an increased polarity in representations of others, which in turn predicted subsequent impulsive behaviors (Coifman et al. 2012). These empirical findings are consistent with the object relations understanding of defensive splitting that results in extreme and polarized perceptions and affective shifts.

These considerations suggest that BPD psychopathology may be viewed as a dysregulated, reflexive response to managing perceptions of self and others, especially in situations involving rejection and trust issues. The polarized and distorted self-other representations, as captured by the dynamics of RS, are not buffered by the adoption of “controlled” emotion and social regulation strategies, which could lead to interpersonal maladaptive responses.

The object relations perspective adds importantly to this view of personality functioning and personality pathology. The cognitive-affective units referred to in object relations theory as dyads are not static but rather are in constant activation, depending on the interpersonal context as the patient with BPD perceives it. Defensive mechanisms such as splitting that are more obvious in those with severe personality pathology complicate the functioning of the cognitive-affective units that are activated. The representation of self and other with related affect are prone to reversal—that is, the individual may perceive self as victim and later treat the other as victim at the hands of the self as persecutor.

This conceptualization of BPD pathology may contribute to illuminating the phenotypic heterogeneity of the disorder. It is quite plausible that patients with BPD may exhibit different types of maladaptive “solutions” to deal with rejection-trust dilemmas. For instance, patients with BPD may react to threats of rejection with increased anger, rage, and hostility (Berenson et al. 2011), or they may avoid social threats in an effort to defensively down-regulate the experience of threat and rejection-related distress (Berenson et al. 2009). A reflexive (rather than reflective), poorly regulated vulnerability to social rejection in borderline individuals may be a central feature of the disorder that results in subgroups of different phenotypic responses in these individuals, thus resulting in identifiable phenotypes (e.g., Lenzenweger et al. 2008). Perceived rejection in patients with BPD could trigger different maladaptive defensive behaviors, depending on the interpersonal context and each patient’s individual dispositional cognitive-affective processing.
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