
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Module 1 – Introduction to Borderline Personality Disorder 
 
 

Borderline personality disorder (BPD), sometimes called emotionally unstable personality 
disorder, is one of many diagnosable personality disorders. It is characterised by 
emotional, behavioural and thought dysfunction and instability.  
 
In order for a diagnosis to be made, at least 5 of the following must be present over a long 
time period: 
 

 Difficulties being alone, and distress linked to 

abandonment 

 Intense or unstable relationships 

 Identity problems, such as self-esteem and image 

 Impulsive risk taking 

 Self-destructive acts 

 Unstable mood 

 Recurrent feelings of inner emptiness and 

meaninglessness 

 Intense anger (and difficulty controlling the anger) 

 Suspiciousness, paranoia and dissociation 

 
‘Personality disorder’ in science means that there is a problem in the way a personality is 
formed, creating long-term issues. As shown above, there are only 9 areas that this covers 
for BPD. Of course, there are many other aspects of a person, such as their strengths and 
positive traits, highlighting that not everything is wrong! 
 
In the West, BPD occurs in 1–3 % of the population, and is 3–4 times more likely in 
females. The suicide rate in people with BPD is about 8–10 %, with alcohol abuse 
increasing this risk.  
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Neurobiology and Genetic Research 
 
In the brain, the ‘limbic’ system (an area containing structures such as the amygdala and 
hippocampus), and the ‘prefrontal’ area have been shown to be involved in emotional 
regulation. Recent neuroscientific studies have revealed that people with BPD show 
differences in these brain areas, which may account for some of the emotional symptoms 
observed: 
 

 There is an overall lower frontal 

lobe/ prefrontal cortex volume and less 

activation (important in behavioural 

control, planning and mentalizing). 

 Higher activation in an area of the 

frontal lobe called the dorsolateral 

prefrontal cortex (involved in pain 

control). 

 A lower hippocampal volume 

(important in memory and emotional 

response). 

 A lower volume of the amygdala and more activity during emotional situations (key 

in processing emotions, especially fear). 

 
Chemical messengers called ‘neurotransmitters’ also play a major role 
in the brain, communicating information to and from nerve cells, called 
‘neurons’, so that everything works optimally, allowing different structures 
in the brain, like the ones mentioned above, to ‘talk’ to each other.  
 
Two neurotransmitters that are involved in emotions and the brain 
structures above, are ‘serotonin’ and ‘dopamine’. Low levels of 
serotonin are found in people with BPD, and it is thought that this may be 
involved in impulsive aggression. Low levels of dopamine have also been 
found, with the suggestion that this affects emotional regulation, 
impulsivity, reward and perception. 
 
 
Genetics 

 
Genes are inherited from parents and may determine 
many aspects of our development, including our 
temperament. In order to assess whether genes are 
responsible for certain traits (characteristics), studies can 
be done comparing identical twins (who share 100% of 
their genes) with non-identical twins (who share 50% of 
their genes).  
 
Looking at BPD, it is thought that problems with controlling 
emotions can be determined by inherited genes. Twin 
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studies suggest that there is some involvement of genetics in BPD; however it is still 
suggested that BPD is an interaction of genes and environment. 
 
Those with BPD tend to have a low reaction threshold to emotional events (i.e. it doesn’t 
take much to provoke a reaction), and very intense, long-lasting emotional responses.  
 
Temperament and Environment 
 
Thomas and Chess (1986) looked at a child’s temperament and 
environment, and suggested that when a child’s general character, 
demands and expectations match with a parent’s characteristics (i.e. 
the child’s first environment), this is a ‘goodness of fit’. However, 
when the parent has no experience or understanding of the child’s 
temperament, it becomes very difficult, i.e. a ‘poorness of fit’.  
 
Fruzzetti and colleagues (2005) take this further and say that poorness 
of fit is even harder when a child has high emotional sensitivity. It is thought that, 
although the parenting quality may be fine for some children, it may be insufficient with 
those who have high emotional sensitivity and may develop BPD in later life. Even the most 
caring parents may be unable to teach a child how to manage such intense emotions, and 
so a cycle of misunderstanding arises.   
 
 
Attachment Theory   
 

Attachment Theory describes long-term relationships. The idea is that 
a child needs a secure relationship with at least one primary caregiver 
(e.g. a parent) for social and emotional development to happen 
normally. 
 
As mentioned above, this can be very difficult in temperamentally 
sensitive and reactive children, and so a disruption in forming a secure 
bond occurs, leaving both parent and child anxious. 
 

 
 
This is poorness of fit, and can result in the child being extra sensitive in other situations 
such as school, and in later personal and social relationships, as these are affected by early 
life. 
 
As children, we learn to label and understand our emotions by how our parents reflect 
those emotions back to us, and so the attachment relationship is vital. 
 
Overall, the attachment relationship is where we learn how to manage our emotions. 
Children tend to seek proximity to their caregiver when they are fearful, and it is the 
response of the caregiver then that is crucial, reducing the child’s anxiety.  
 
Attachment is therefore based on reciprocity – i.e. behaviour in a child creates a response 
in the caregiver, and care-seeking from the child is met with caregiving from the adult.  
 
 
 
 

http://my-popart-portrait.com/cute-cartoon-kangaroo-mum-and-joey-bag-149291794170662530.html
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When a child is separated from a caregiver, there are two 
stressors: one is fear of exposure, and the other is not having 
access to protection. During periods of separation and then 
being reunited with the caregiver (e.g. in the ‘Strange Situation’ 
experiment described below), four different attachment 
patterns become apparent.  
 

 Secure: Child explores and plays while with a caregiver, 

but is anxious and distressed when the caregiver leaves 

and in the presence of a stranger. On the caregiver’s 

return, the child rapidly seeks contact and is reassured, continuing to explore. 

 Insecure Avoidant: Child is less anxious on separation from the caregiver and may 

not seek proximity to the caregiver on return. 

 Insecure Resistant: Child shows restricted play and is distressed by the separation; 

on the caregiver’s return, the child does not settle and caregiver’s presence does not 

reassure the child.  

 Disorganised: Child shows a desperate wish to escape, even with the caregiver 

present, may even attack stranger, and is not comforted by the caregiver’s 

presence. The caregiver here is a source of both comfort and fear, and so confusion 

arises for the child. 

With BPD, attachment patterns tend to be either insecure avoidant or resistant, probably 
due to poorness of fit as mentioned above. 
 
 
 

 
Treatment 
 
There are no quick cures or medication that will ‘fix’ BPD; 
all therapies will take time. The main role of treatment is to 
get personality ‘back on track’, by replacing self-destructive 
coping strategies with effective ones that will encourage 
relationships and not interfere with personal growth.  
 

 
There are 4 therapies shown to be effective, although availability is limited in the NHS: 
 

 Dialectical Behaviour Therapy (DBT) 

 Mentalization-Based Treatment (MBT) 

 Schema-Focused Therapy (SFT) 

 Transference-Focused Therapy (TFT) 
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No single medication treats BPD due to the complex interaction of biological, psychological 
and social factors in BPD. However, some medication can treat associated problems. For 
example, antidepressants have been found to be helpful in about 50% of people with BPD.  
 
For all people, personality grows and changes over time, so, providing harm is minimised 
and the person with BPD receives support, their basic personality functions will develop. 
The majority of people eventually recover to the point that they no longer meet diagnostic 
criteria for BPD.  
 
Treatment provides new experiences, helping the person to learn self-worth and 
awareness, trust, how to regulate their emotions, and to develop the ability to mentalize. 
(See Module 2 for information about mentalizing). 


