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Abstract: The diagnosis of a Borderline Personality Disorder in persons with developmental disability (DD) is 
a challenging and complex task. Correct diagnosis is increasingly important, however, as new treatment 
modalities (both behavioral and pharmacological) become available. This report summarizes the diagnostic 
criteria for Borderline Personality Disorder and its application to individuals with DD. Pharmacologic 
strategies for Borderline Personality Disorder are reviewed. Case reports are described to illustrate the range 
and complexity of both diagnostic and treatment issues. 
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Psychiatric diagnoses are frequently difficult to arrive at in patients with developmental disability (DD). 
Patients cannot often be relied upon to provide the usual verbal descriptions we depend on to make such 
diagnoses. In patients who are verbal and without DD, we usually depend on rather detailed descriptions of 
subjective experiences, historical information, internal experiences such as hallucinations, obsessions, 
delusions, mood states, and descriptions of past symptoms, cycles, and past and present precipitants. 
However, in patients with limited verbal skills, we depend on caregivers and on observations of signs of 
illness to arrive at a diagnosis. Even a relatively straightforward diagnosis such as depression can be difficult 
to arrive at. Is the patient withdrawn and quiet because of depression or because of hallucinations? Is the 
patient crying because of depression or because of lability of affect secondary to organic brain damage? 
Several authors have written about the difficulty of mental illness diagnosis in patients with DD, resulting in 
frequent under-diagnosis as well as misdiagnosis and overdiagnosis.(6,11) Additionally, many of the 
symptoms we observe in individuals with DD may represent neurological dysregulation not covered by 
established diagnostic categories devised for the non-DD population.11 
 



In no other area is diagnosis more difficult to assess as in the patient with a Borderline Personality 
Disorder (BPD). According to the DSM-IV,1 BPD is characterized by “a pervasive pattern of instability of 
interpersonal relationships, self-image, and affects and marked instability beginning by early adulthood and 
present in a variety of contexts…,” such as “frantic efforts to avoid abandonment,” “a pattern of unstable and 
intense interpersonal relationships…,” “identity disturbance,” “impulsivity…,” “recurrent suicidal behaviors, 
gestures or threats, or self-mutilating behavior,” “affective instability…,” “chronic feelings of emptiness,” 
“inappropriate intense anger…,” or “transient, stress-related paranoid ideation or severe dissociative 
symptoms.”1 This is frequently a difficult diagnosis to make even in the non-DD population because so many 
of the symptoms are transient and because so many of the symptoms are present in other disorders as well. 
“The presenting symptoms of these patients may be similar to the presenting symptoms of the neuroses and 
character disorders; therefore, without a thorough diagnostic examination, the particular characterological 
organization of these patients may be missed, with the result of a poor prognosis for treatment.”9 (Kernberg, p 
4) For example, a single patient with BPD may exhibit symptoms of depression, phobia, rage, impulsivity, 
transient paranoia, transient psychosis, dissociation, obsessions, compulsions, anxiety, panic, self-mutilation, 
and suicidality. In a patient with diminished cognitive abilities, it becomes even more difficult to assess the 
myriad of symptoms which are frequently altered in the patient with DD. Because the symptoms are often 
transient, self-report of internal mood states is often very useful in arriving at a diagnosis of BPD. In 
individuals, however, who are limited verbally, self-report becomes less helpful, and we are more dependent 
on observation. Some of the hallmark presentations such as “chronic feelings of emptiness” and “identity 
disturbance” must depend almost exclusively on self-report and are difficult to infer from behaviors alone. In 
individuals with a greater than moderate degree of mental retardation, it is impossible to gather enough of the 
diagnostically relevant information to make the diagnosis of BPD.6 
 

Another factor adding to the difficulty in making the diagnoses of BPD in individuals with DD is that 
impulsivity, aggression, and affective lability - prominent features of BPD – are also frequently seen in 
individuals with MR or other neurological impairments. Perhaps certain neurological deficits can “mimic” 
certain characteristics of BPD. These symptoms, therefore, are not sufficient for the diagnosis of BPD in 
individuals with MR. Using the DSM-IV criteria, however, which require at least five out of nine symptoms, 
helps to better specify the disorder and prevent overdiagnosis of BPD. Three symptoms – impulsivity, 
affective instability, and inappropriate intense anger or difficulty controlling anger - are commonly seen in 
individuals with DD, frequently as a cluster, but are clearly not sufficient for the diagnosis of BPD personality 



disorder. It may also be important to note whether the impulsivity is truly random and erratic, an indicator of 
organicity, or whether it is defensive, or manipulative, or patterned – suggesting BPD. A fourth symptom, self-
mutilating behavior, is also commonly seen in individuals with DD, often as a generalized response to stress 
and often as part of an autistic disorder. So at most, four out of nine symptoms might be present in many 
individuals with DD, but requiring five out of nine symptoms helps us to specify the diagnosis of BPD and 
prevent overdiagnosis. 
 

The salient characteristics of BPD which typically alert us to this diagnosis in individuals with DD are 
patterns of alternating idealization and devaluation (in multiple contexts), splitting, manipulativeness, a 
subjective experience of being victimized, chronic emptiness, transient stress-related paranoia, dissociation, 
and impulsive self-destructive acts (not including self-mutilation, which is a common symptom in the DD 
population). “Frantic efforts to avoid abandonment,” often a hallmark of BPD, are difficult to assess in a 
population that has realistic dependency needs which in many instances may have been increased by 
institutional placement. Other authors have noted these phenomena and suggest that the clinician pay 
attention to the excessiveness and the unreasonableness of the demands for attention when considering the 
diagnosis of BPD.5,6,7 
 

A third difficulty in diagnosing BPD in individuals with DD is that individuals with DD have often been 
subject to neglect, abuse, or overdependency. As stated previously, some of their dependency is appropriate 
and perhaps encouraged by institutional settings. So the question arises, since BPD is thought by some to be 
a product of abuse and neglect, have institutions in the past caused BPD? Have abusive families caused 
BPD? We do not know. Although clinicians have always theorized that BPD is related to parental pathology 
or abuse it is only recently that these theories have been validated.5,7 Mr. A reported below was clearly 
neglected and abused by his family into adulthood. The abuse and neglect were so serious that Adult 
Protective Services removed him from his family and placed him in his current residence. Mr. B was given up 
for adoption because of his disabilities and placed in two foster families prior to his adoption at age seven. 
His adoptive family is controlling, infantilizing, and alternately rejecting and gratifying. 
 

 
 
 



CASE REPORTS 
 

The following cases illustrate the complexity of diagnostic assessment in individuals with BPD and DD. 
arriving at this diagnosis is very useful, because it provides direction in adapting and tailoring treatment, both 
behavioral and medical.  
 
Case of Mr. A: Mr.A was a 36-year-old, African-American male, who was diagnosed with cerebral palsy and 
moderate mental retardation at an early age. All developmental milestones were considerably delayed. He 
had a history of being physically abused as a child and as an adult and was moved into his current residence 
on an emergency basis when the abuse was documented. There was not adequate family history to assess 
the presence of psychiatric illness. Family members of Mr. A tended to be unreliable and inconsistent with 
Mr. A, although they still periodically include him in events such as family reunions. He had a history of brief 
hospitalizations and visits to psychiatric emergency services for behavioral outbursts. Past diagnoses 
included “psychotic depression” and “depressive disorder”. Medical trials included antidepressants such as 
nortriptyline , fluoxetine, and the antipsychotic thiothixene, with only modest improvement over several years. 
As staff began to report repeated episodes of paranoid distortion (always transient), exaggerated sensitivity 
to slight, manipulativeness, impulsivity, aggression, labile mood, idealization and devaluation of staff 
members, and brief but intense depressions (lasting only hours or days), the diagnosis of BPD was 
considered. Clinical staff meetings were focused predominantly on Mr. A due to interpersonal difficulties. 
Repeated psychotherapeutic interventions were unsuccessful. He was extremely rude and aggressive 
towards the psychologist, who tried to work with him as part of the residential staff but who did not seem able 
to comfort him. He initially had some positive feelings about the therapist who was seeing him in group 
therapy and seemed to enjoy going to those meetings, but this had little impact on his behavior and 
symptoms in the residence or in his vocational setting. Repeated episodes of impulsivity and aggression 
towards other individuals and staff members typically took the form of allegations of abuse whenever he did 
not get what he wanted. Frequently, he would call 911and report a staff member for abuse. He perceived 
himself and presented himself as a terribly abused victim (which he indeed had been in his family), which of 
course only further served to alienate staff who were trying to understand and help him. At the same time, he 
teased of other individuals and presented himself as superior to them. He would focus in and ridicule them 
for any perceived weakness or deformity. He did this with certain staff that he disliked as well and was 
capable of great cruelty. Although he seemed to favor certain staff, he at times would become hostile and 



devaluing towards a staff member whom he had previously preferred. This was very difficult for staff to 
understand. A frequent “trigger” was any time he thought he was being “dissed”. His attachments towards 
staff, other individuals, and family were typically unstable and shallow. He demonstrated little or no capacity 
for empathy.  
 

Identifying the elements of his presentation (transient paranoia, ambivalence, rage, impulsivity, 
manipulativeness, underlying insecurity, and low self esteem, a defensive sense of entitlement and 
grandiosity, depression) as consistent with BPD was the first step in helping the staff to help him. Staff were 
encouraged to use limit setting with him, which is a useful and necessary technique for working with 
individuals with BPD. Staff were also encouraged to acknowledge their counter transference reactions 
(feelings which a patient arouses in a treating professional or staff member) and to not take his abuse 
personally but rather to understand it as a symptom of his underlying sense of inferiority (although they were 
directed to not excuse or tolerate abusive behavior). 

 
Approximately one year ago, thiothixene was discontinued and olanzipine, an atypical antipsychotic, 

was substituted and added to fluoxetine. It was followed by a dramatic improvement, which has persisted 
over the year. Not only has there been complete remission of the previous transient episodes of depression 
and paranoia, but more significantly, there has been an overall improvement in his behavior, social 
appropriateness, and ability to interrelate well with other individuals and staff. Whereas he was previously 
disliked by almost all of the other individuals and staff in his residence and vocational setting, he now is 
making reasonable relationships, has a steady female companion, and appears much more satisfied with his 
life. A decrease in his paranoia and rage has also allowed him to more effectively participate in weekly group 
therapy and has allowed him to utilize feedback from other group members in a positive manner without 
becoming paranoid. In this instance, medications which reduced emotional lability and paranoia allowed for 
the development of more adaptive behaviors. 
 
 
Case of Mr. B: Mr. B was a 30-year-old, Caucasian, single male, who suffered from prenatal encephalopathy 
and a birth weight of 2lbs. This resulted in a spastic quadriplegic cerebral palsy with athetosis, and borderline 
intellectual abilities.. He was adopted at the age of seven years by his current adoptive family and has lived 
in a community residence for the last several years. He was generally cooperative and friendly, but had 



frequent outbursts and tempter tantrums. He had a very conflictual relationship with his parents, sister, and 
grandparents and presented himself in various scenarios as having been victimized by not only his family but 
also many staff members, many of whom have had long-term, productive relationships with him. After 
complaining about being victimized by a particular staff member, he typically quickly apologized, trying to 
mend the relationship and continue to obtain whatever feedback or emotional support he received from that 
particular person. He often appeared depressed, irritable, or labile. He made suicidal gestures, which 
typically have consisted of threatening to or actually attempting to push his wheelchair out of a building and 
into traffic. He was hospitalized on a number of occasions for this behavior. At times, he was very pleasant 
and well-related, but at other times, he became demanding, agitated, and insistent. He very often idealized a 
particular staff member or person and then subsequently devaluing him or her. As in the case of Mr. A, there 
was significant mood lability, an exaggerated sensitivity to slight, manipulativeness, impulsivity, and very brief 
but intense mood swings, including depression and anger.  
 

In contrast to Mr. A, however, Mr. B had the intelligence and the verbal ability to understand 
interpretations regarding his behavior. However, he held these interpretations for only short periods of time 
until the next frustration or disappointment. Mr.B had been treated with the antidepressant fluoxetine up to 
60mg a day, and divalproex sodium, a mood stabilizer, up to 2000mg a day. There was some improvement, 
particularly in depressive symptoms, with the fluoxetine and the divalproex sodium, and also to a lesser 
extent with his symptoms of irritability and inappropriate anger. There was modest improvement in his 
feelings of victimization and his expressions of entitlement, which continue to be addressed in individual 
therapy. Both his residential staff and his therapist continue to point out to him the consequences of his 
actions. He has learned to do this on his own if he can modulate his negative emotions (see below). Since 
we have made the diagnosis of BPD in this patient, we also determined that he needs help in improving his 
interpersonal skills. At this point, we are trying to find a suitable day program for him, preferably with other 
individuals with similar diagnoses, so that he can receive feedback not only from therapists but from group 
members as well regarding which of his behaviors cause him further problems. Unfortunately, his physical 
handicap (the need for assisted toileting) has limited his access to these programs. It is also worth noting that 
he has demonstrated significant improvement both in hospital settings and in a more structured residential 
placement, where staff utilize behavioral strategies and active limit setting. Because of his repeated suicide 
attempts, we place him in a more restrictive structured setting because of the need for greater supervision. 
We did this reluctantly because he is cognitively so high functioning. We initially thought of it as a short-term 



strategy, but to our great surprise, the greater degree of structure and supervision and consistent limit setting 
resulted in a significant improvement in symptoms. In addition to the structure and the limit setting, it may 
also be that residing with lower functioning individuals increases his self-esteem and leaves him less 
vulnerable to depression and self-destructive impulses. In his prior residence, he would frequently get into 
arguments with other individuals which would typically precipitate suicidal threats or gestures. In addition, in 
his present residence, professional members such as social workers and psychologists are present on a full-
time basis and can provide immediate interventions to address acting out behaviors as well as preventative 
interventions such as encouraging verbal expressions as a substitute for acting out. A recent incidence 
illustrates how even nonprofessional staff can have a profound effect on exacerbating symptoms by creating 
an invalidating environment or alleviating symptoms by creating a validating environment, an extension 
perhaps of Linehan’s work with BPD patients. 10 One evening, Mr. B had an episode of incontinence after 
being showered and several staff “blamed” him for this. He described his emotions as being intense anger 
and frustration leading to an immediate response of beginning to wheel his chair out of the residence (his 
typical “suicide attempt”). When another staff member approached him in a gentle, soothing manner, his 
emotions lessened and he was able to utilize previously learned cognitive techniques (“What would be the 
consequences?”), which enabled him to abort his “suicide attempt,” which is probably better understood as a 
maladaptive technique to escape an intensely negative emotional state. Our experience with this individual 
illustrates the usefulness of structure and limit setting in individuals with BPD and also the usefulness of 
psychotherapeutic interventions and interpretations in all aspects of his care.  
 
Case of Ms. C: Ms. C was a 29-year-old, Caucasian woman with mild mental retardation, who has been in 
residential placement since adolescence. In school, Ms. C was diagnosed with Attention Deficit Disorder with 
hyperkinesis. She was described as “very aggressive” and “hyperactive”, and as having significant problems 
with “impulse control”. She was treated with haloperidol, an antipsychotic, and diphenhydramine, a sedating 
anti-histamine, during her school years. It is not clear, given her diagnosis and her presentation in the early 
years, why she was treated with haloperidol and not stimulant medication, although perhaps she presented 
then as now, with transient paranoia and heightened sensitivity, in addition to impulsivity. Her family history is 
significant in that at least four of her six siblings were diagnosed with Attention Deficit Hyperactivity Disorder 
and oppositional behavior. It is likely that the symptoms and diagnoses are even more complex and severe 
given that several of them have also been treated with the mood stabilizer divalproex sodium and anti-
depressants for problems with mood, aggression, and impulsivity. These siblings have also been in long-term 



residential placement as teens and at least one of them in adulthood has been in long-term psychiatric 
inpatient treatment.  
 

Characteristically, although this patient tried very hard to present as calm and appropriate, she would 
become visibly upset and even rageful at minor or nonexistent provocations. The anger and the irritation was 
extremely impulsive and was very quickly followed by apologies. Her speech was quite circumstantial, and 
she was easily disorganized by her own anxiety. Her affect was intense, unstable, and inappropriate to the 
context. In subsequent meetings, she became even more angry and paranoid (however, only very 
transiently), even though continual attempts were made to provide a nonthreatening environment. She 
rapidly vacillated from idealization to devaluation of staff. She was extremely distrustful of medication, and 
only with great encouragement did she agree to try divalproex sodium. The medication was discontinued 
several days later, when she developed a rash (which later returned several times in the absence of 
medication) and she refused to try any medication after that until recently. She continued to be intermittently 
angry, explosive, and paranoid, but has been expertly managed by a supportive, consistent staff. She 
frequently lied, manipulated staff, and had difficulty with boundary issues. She frequently displayed transient 
paranoia, but had never experienced or described any fixed delusions or hallucinations. Regular meetings 
between staff members involved in her care have helped address the lying and manipulation. She (like Mr. B) 
performed best when there was consistency and structure. She did very well, for example, in her day 
program, which was a structured vocational (workshop) setting. In contrast, she had great difficulty in her 
apartment alone with her roommate.  
 

Even with behavioral and psychotherapeutic interventions, the patient’s behavior was frequently 
disruptive and aggressive. There were repeated crises and battles involving the roommate. Staff requested 
several consultations to assess whether medication would be useful, as psychotherapeutic interventions 
alone were not sufficient because of the extreme degree of emotional lability. In the past, the patient was 
extremely reluctant to a trial of medication and indeed was frequently belligerent and enraged that the issue 
was even being raised. More recently, within the last year, the patient began with the help of staff to 
acknowledge that there were times that her anger was out of control and when her impulsive behavior led to 
adverse consequences. This is an example of how a positive therapeutic alliance and a certain amount of 
psychotherapeutic intervention was required before the patient could even trust enough to agree to 
medication. The patient requested to be re-evaluated for medication, but her mother was very much against 



it. Her mother was initially invited to our sessions, in part at the patient’s request and in part because she was 
resistant to the use of any medication. It became quickly apparent that the mother herself was extremely 
angry, labile, and critical. She spent the entire time in the sessions (which was not very long, since her 
negative impact on the patient was quite evident) criticizing and berating our patient and reducing her to tears 
and cognitive confusion. We came to the conclusion that we need to limit family therapy and intervention (not 
our usual strategy) because it only appeared to intensify symptoms and distress our patient further.  
 

After doing further work with her individual therapist, Ms. C finally agreed to a trial of medication, and 
after two months on olanzapine 5mg, she demonstrated a remarkable improvement in her mood and 
behavior. She was no longer hyperalert, defensive, easily irritated, labile, angry, and paranoid. Now, she 
presented in a very appropriate, relaxed, and friendly manner. She self reported that she felt much better and 
that “the medication has really helped.” Staff also report a dramatic improvement. She has experienced some 
side effects – weight gain and sedation – but is generally feeling well. The use of medication, by greatly 
diminishing her depression, anger, sensitivity, and mood instability, has allowed her to be more trusting and 
more open. This has further allowed her to form a positive alliance with her individual therapist and work on 
issues in her life in a constructive way. She is learning to express her feelings in verbal reports rather than 
acting out her aggression and depression. 
 

Conclusions and Recommendations 
 

Because of the complexity of symptoms in the patient with BPD, pharmacological treatment must be 
custom tailored to each individual person based on his or her presenting symptoms. There is no single 
pharmacological treatment or approach which has been successful in persons with this disorder, whether 
there exist neurological/cognitive deficits or not. Furthermore, pharmacological treatment alone is generally 
not sufficient but must be combined with psychotherapy or behavioral strategies (in individuals with or without 
DD). In addition, pharmacologic treatment strategies for those individuals with BPD and DD, must also need 
to take into account pre-existing central nervous system (CNS) compromise, as well as a high likelihood of 
concomitant use of other medications for conditions such as seizure disorders or spasticity. Few controlled 
studies have been done with individuals with BPD, but use of specific treatments to target specific symptoms 
is generally recommended.  
 



Tricyclic anti-depressants have generally not been helpful even when symptoms of depression are 
predominant.15 The psychopharmacologic treatment choice for the depressed patient with BPD is the 
SSRIs.15 The SSRIs have proved helpful with a variety of symptoms such as depression, anxiety, paranoia, 
interpersonal sensitivity, obsessionality, and rage, all of which can cause diminished function in the individual 
with BPD and interfere with behavioral and psychotherapeutic strategies. Two of the individuals described in 
this report (Mr. A and Mr. B) have had some improvement in depressive symptoms with fluoxetine, the best 
studied of the SSRIs. 
 

For some patients, particularly those who present with transient paranoia, low dose antipsychotics have 
been found to be helpful. However, use of traditional antipsychotics (even at low dose) is not without risk. A 
potentially permanent side effect of these medications includes tardive dyskinesia, the incidence of which 
may be increased in individuals with DD.8 The introduction of a new generation of atypical antipsychotics, the 
serotonin dopamine antagonists, which currently include clozapine, risperidone, olanzapine, and quetiapine, 
has been of great proven benefit in the treatment of schizophrenia. 2 These medications are now beginning to 
be widely used for other difficult to treat disorders such as BPD, and are being widely used in the DD 
population as well.3,12 Two of the individuals described in this report (Mr. A and Ms. C) have had a significant 
response to olanzapine, in particular an improvement in anger and sensitivity to slight and a decrease in 
paranoia. 
 

In a 1993 study, patients with the diagnosis of BPD with pronounced or prolonged atypical psychotic 
symptoms were treated with clozapine, with a significant decrease in symptoms.4 Clozapine, however, must 
be considered carefully in individuals with DD because of the necessity of weekly monitoring of blood count 
and because of other significant side effects such as the increase risk of seizures in this often medically 
vulnerable population. Olanzapine and risperidone, additional atypical neuroleptics, might also prove to be 
very helpful in individuals with these symptoms. Since Mr. A had not responded to traditional antipsychotics 
(even with concurrent use of fluoxetine), a trial on olanzapine was attempted and resulted in dramatic 
symptomatic improvement. Ms. C, as well, has so far demonstrated a significant response to olanzapine. 
 

It was in fact surprising to us just how well Mr. A and Ms. C did with the addition of olanzapine. 
However, it has been postulated that individuals with BPD have a biological vulnerability which may account 
for some symptoms such as impulsivity and aggressivity and emotional dysregulation and this may be due to 



“.  a low threshold for activation of limbic structures, the brain system associated with emotion regulation.”10 
(Linehan, p 47). Thus, it may be that individuals with significant brain damage may have a more dramatic 
form of symptomatology, and therefore the possibility of a more dramatic response to medication. 
Additionally, a recent open label study of olanzapine in patients with BPD and concurrent dysthymia, 
demonstrates a marked improvement in symptoms of BPD.i2 
 

Divalproex sodium has also been used in the treatment of BPD, especially those patients who have 
problems with aggressive outbursts.16 We found a combination of an SSRI and divalproex sodium to be very 
helpful in reducing symptoms of depression, anger, and impulsivity in Mr. B. 
 

Finally, psychotherapeutic and behavioral strategies are essential in the management of the patient 
with BPD with or without DD. An integrated team approach is essential to avoid splitting, provide consistency, 
and to educate members of the team who may have limited experience with BPD. Individual therapists, 
nurses, case managers who work intensively with our patients, by and large, intuitively utilize the 
psychotherapeutic strategies described as successful by major authors in this field such as developing a 
therapeutic alliance, validating the individual’s experience, believing the individual, empathetically connecting 
with the individual, and at the same time challenging the individual to develop new and more adaptive skills 
and behavior.9,10 
 

In trying to understand the role that limited cognitive abilities play in exaggerating BPD 
symptomatology, our initial impression was that limited cognitive abilities were more likely to allow for 
distortions in perceptions. For example, Mr. A would frequently attach paranoid explanations to certain 
perceptions. On one occasion, he became extremely upset and paranoid after viewing an emergency call 
button that had become detached from its usual place in the bathroom. He believed it to be a spying device. 
In this case, we thought his limited cognitive abilities allowed for a greater likelihood of “misunderstanding”. 
However, in recent months, since he has evidenced significantly less (or even no) paranoia, we find that 
these misunderstandings no longer occur. We also find that similar cognitive distortions occur in individuals 
with much greater cognitive abilities. In fact, psychological testing in individuals with normal intelligence and 
BPD, yields similar results. 14 There is a “tendency to add too much and too specific affect to simple 
perceptions, and a propensity to produce these peculiar responses without concern or embarrassment.”13 
(Shapiro, p. 1306) 



 
It was essential to make the diagnosis of BPD and utilize it to explain some of the behaviors to staff 

(especially non-clinical staff), allowing staff to be more receptive and more helpful with their intervention. For 
example, Mr. A, during transient psychotic episodes, would hurl abusive, accusatory remarks at staff. Staff 
would get angry and insulted and might incite him to further explosive rage. They knew he was not “crazy” or 
delusional in the usual sense of the word (there was no fixed delusional belief as might be present in 
schizophrenia), so they thought of him as simply mean and nasty. Once they understood that his paranoid 
distortions were part of his illness and not were meant “personally”, they became less angry at him and more 
capable of patiently explaining reality rather than further inciting him. Similarly, in the case of Mr. B, before 
we arrived at a diagnosis of BPD, the staff would panic every time he made any reference to suicidality. 
Again, they were more aware and educated about mood disorders such as depression and risk of suicidal 
behavior in these disorders. Helping them to understand that suicidal threats (this patient always managed to 
make sure he was in no real danger when he made his “suicide attempt”), were a way for him to express his 
distress and get much needed attention, was useful in helping them more appropriately assess the 
immediate risk and also helpful in their understanding of his need to ventilate and to be validated and 
understood. 
 

We have also observed that certain strategies tend to be most helpful. Providing limit setting, structure, 
and constancy appear to be the most important elements. Mr. B, for example, has demonstrated the greatest 
improvement since he was placed in a more structured, residential setting. Ms. C does best when she is in a 
structured vocational program, and might do even better if she were in a more structured residential program. 
 

We are still in the process of learning how best to manage our patients who display features of BPD. 
Often the strategies that work, such as a more structured and perhaps a less stimulating environment, are 
novel thoughts in the our typical work with other patients with DD, where we strive to encourage the most 
independent functioning in the least structured environment with the greatest degree of stimulation and self 
determination. We have had to learn to be somewhat more flexible and creative. Mr. B, for example, is now in 
a more structured, residential program but displays great autonomy in his community involvement. Now, he is 
a member of a church choir and visits local schools to teach about the disabled. This allows for a greater 
sense of achievement and accomplishment and self-determination, which he is certainly capable of in those 



settings. As previously stated, we have also learned to limit interaction and interventions with disturbed family 
members of our patients with BPD. 
 

Lastly, I would like to emphasize that my specific role in working with the individuals in our agency is to 
provide diagnostic assessment and psychopharmacological interventions as well as overall supervision. This 
paper does not address the specific psychotherapeutic interventions which are useful in general with patients 
who have BPD and in particular with a population of individuals with DD and BPD. However, it is important to 
note that in these three cases, all three patients are in individual psychotherapy, and Mr. A is also in group 
therapy. In general, the techniques that our individual therapists have used with these three patients are 
similar to the strategies used by therapists working with individuals with BPD in non-DD settings, such as 
reality testing, limit setting, validating the patient’s experience, interpreting the role the patient plays in 
provoking certain responses from other people, helping him/her to learn new skills which are self reinforcing, 
and learning to express emotions rather than acting them out. Hopefully other clinicians will continue to report 
specific psychotherapeutic strategies utilized in their patients with BPD and DD. We are only beginning to 
understand how complex are the needs of this population, and how important an integrated, well thought out 
treatment approach is to the success and happiness of our patients.  
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Table 1: DSM-IV criteria1 for BPD and symptoms using DD equivalents 
 
 DSM-IV Criteria for BPD1 Symptoms/DD Equivalents 

 
Mr. A 

“affective instability” 
 
“transient, stress-related paranoid ideation” 
 
 
“inappropriate, intense anger” 
 
 
“recurrent suicidal ideation” 
 
“pattern of unstable and intense 
interpersonal relationships” 

brief but intense depressions  
 
believes that he is being abused or treated unfairly; great sensitivity to slight; misinterprets neutral and benign 
stimuli as threatening 
 
physical aggression, verbal abuse, impulsive, and inappropriate reports of abuse 
 
“I wish I could die” 
 
idealization and devaluation of several staff members 

 
Mr. B 

“affective instability” 
 
“inappropriate intense anger” 
 
“recurrent suicidal behavior, gestures, 
threats” 
 
“unstable and intense interpersonal 
relationships” 
 
“impulsivity” 

frequent episodes of depression and irritability 
 
physical aggression, temper tantrums 
 
repeated threats and gestures 
 
idealization and devaluation of staff members and family 
 
impulsive, suicidal gestures and impulsive, angry behaviors which tend to be patterned and manipulative 

 
Ms. C 

“affective instability” 
 
 
“transient stress-related paranoia”  
 

marked mood swings, intense brief depression, imagined or real criticism or rejections 
 
becomes suspicious and paranoid in response to benign and neutral stimuli 
 
unprovoked anger and irritability 



 
“inappropriate intense anger” 
 
“unstable and intense interpersonal 
relationships” 
 
“frantic efforts to avoid real or imagined 
abandonment” 

 
idealization and devaluation 
 
extreme depression when boyfriend breaks up with her 
extremely defensive and sensitive to imagined or real criticism or rejection 
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