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Response Paper 

A Cognitive-Behavioral Analysis 
of  a Patient With Borderline 

Personality Disorder 

G e r a l d  C. Dav i son  
University o f  Southern Cali fornia 

Comments are made on case material from a patient likely 
to be diagnosable as borderline personality disorder. The 
author offers an analysis of the case as one reflecting emo- 
tional dysregulation and the complex interpersonal conse- 
quences of lack of control over turbulent storms of negative 
emotionality. A tentative treatment plan is outlined that 
involves a dialectical cognitive behavioral approach 
aimed at reducing emotional sensitivity and enabling the 
patient to cope better with her hitherto uncontrollable and 
frightening emotional lability and self-destructive behav- 
ior. Critical observations are offered on the risks of infer- 
ring childhood sexual and physical abuse fiom reports by 
clients who were treated by therapists whose theoretical or 
political orientation lead them to assume the presence of 
abuse in the past histories of people like those with border- 
line personality disorder. 

T HE CASE OF KATRINA raises a n u m b e r  of interesting 
questions. My reactions to the material are orga- 

nized a round  present ing problems and  diagnostic im- 
pressions, the assessment plan I would follow, my concep- 
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realization of the case, my tentative t rea tment  plan, and  
finally some concerns regarding the issue of sexual a n d /  
or physical abuse in the patient 's  past. 

Patient's Presenting Problem and 
Diagnostic Impressions 

In DSMterms ,  I would probably diagnose this patient as 
Borderline Personality Disorder (BPD). More specifically, 
and consistent with Marsha Linehan's  formulation of BPD 
(Linehan, 1993), I would see her as someone saddled with 
emotional dysregulation, a problem of extreme auto- 
nomic lability and an impaired ability to modulate her  
emotional turmoil. In  a sense, Katrina's behaviors can be 
seen as maladaptive solutions to dealing with overwhelm- 
ing negative affect. Associated problems that I see caused 
by this emotional dysregulation include her  chaotic inter- 
personal relationships, suicidal and parasuicidal behavior, 
periods of depression, and  general impulsiveness. 

The case report  presents the hypothesis that "Katrina's 
suicide attempts reflect her  inability to find alternative 
strategies toward regulating her intense emotions." I 
would agree. I am less certain about  the hypothesis that 
"Katrina acts out  her  overwhelming rage and  depression 
by presenting with extreme behaviors in an at tempt to be- 
haviorally 'match '  her feelings." Why would she do this? 
More likely to me is that her  depression and  acting out are 
driven by maladaptive cognitions reinforced by her  social 
environment ;  at least I would assess for these possibilities. 

Also apparent  in the case material is "splitting," a black- 
and-white way of viewing the world that is chal-acteristic of 
patients with BPD. Present as well are what are described 
as "intrusive memories of abuse" from both her  father and 
her  mother, about which I have more to say below. 

Case Formulation 

Linehan  and  others hypothesize that a series of non-  
validating experiences in chi ldhood and  adolescence can 
contr ibute  to the development  of BPD, most likely in an 
individual with a biological diathesis of some kind. I be- 
lieve we see some e lement  of nonval idat ion in the case 
material. For example, we are told that Katrina and  her  
bro ther  were very unhappy  as children,  bu t  that these 
feelings were concealed by their parents by dressing 
them in neat  and  pretty clothes and  teaching them to be 
pleasant and  upbeat  in front  of others "no matter  what." 
But whether  such experiences occurred in Katrina's past 
is less impor tant  than her  current  low self-esteem and  
sensitivity to rejection and  disapproval. 

In addition to her extreme emotional lability, Katrina 
manifests a tendency to see the world, including herself, in 
dichotomous terms ("splitting," as just  mentioned),  Thus, a 
therapist either walks on the water or deserves to be 
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drowned. A spouse is either worthy of  adorat ion or of  the 
most severe condemnat ion.  Life is perfect or  life is hopeless. 

Katrina behaves in ways that  al ienate,  even fr ighten,  
those close to her. He r  s tandards  for  others  are as unreal-  
istically high as he r  s tandards for  herself, and  this con- 
tr ibutes to a sense of  hopelessness  and  helplessness and,  
consis tent  with Sel igman (1974) and Beck (1967), a gen- 
erally depressed,  per iodical ly  suicidal f rame of  mind.  

A s s e s s m e n t  Plan 

My assessment would no t  likely include the tests de- 
scr ibed in the case material ,  most  part icular ly the projec- 
tives. Wha t  is r e p o r t e d  f rom them seems to me no differ- 
en t  f rom what  was a l ready known about  the pat ient ,  and  
represents ,  to my mind,  t ime and expense  not  well spent.  
I f ind it in teres t ing and  a tad d isconcer t ing  that  the case 
mater ia l  contrasts he r  seeming to be mot ivated and coop- 
erative dur ing  the four  intake sessions with he r  reluc- 
tance to comple te  the various assessment measures.  Per- 
haps Katrina has the kind of  skepticism about  some of  the 
tests given to he r  that  I do, so he r  diffculties comple t ing  
them may not  have pa thognomonic  significance (unless it 
be j u d g e d  that  I am defend ing  on beha l f  of  the patient!) .  

Rather  than rely on psychological  tests of  dubious  va- 
lidity and  utility, I would probably  use clinical interviews 
and  perhaps  some situation-specific quest ionnaires  like 
the Dysfunctional  Att i tudes Scale (Weissman & Beck, 
1978) or  the  Fear  of  Negative Evaluation Scale (Watson & 
Fr iend,  1969). In  sessions with bo th  the pa t ien t  and  he r  
husband,  I would conduc t  a funct ional  analysis of  the 
clinical complexi t ies  of  he r  case; that  is, I would concep- 
tualize he r  p rob l em accord ing  to the familiar  cognitive- 
behavioral  SORC mode l  (Kanfer & Saslow, 1969), to wit: 

S: What  are the  si tuational  de te rminants  of  he r  
maladapt ive cognit ions,  emotions,  and  behaviors? 

O: What  in ternal  factors, f rom cognit ions to bio- 
logical variables, have to be inc luded  for a useful 
unde r s t and ing  of  the patient? 

R: What  overt  responses or  behaviors does the 
pa t ien t  engage  in? 

C: What  are the consequences  or  payoff for he r  be- 
having or  th inking  or  feel ing in a par t icular  way? 

The  hope  is that  a careful funct ional  analysis (cogni- 
tive behavioral  assessment) of  Katrina would yield infor- 
mat ion  that  would allow a construct ion of  he r  psycholog- 
ical distress that  would in turn imply a t r ea tment  p lan  
possessing some measure  of  empir ical  support .  

Initial Trea tment  Plan 

My overall treatment plan would probably be modeled 
after Linehan's dialectical behavior therapy (DBT; Line- 

han,  1993). I would first of  all establish a re la t ionship 
marked  by acceptance  of  the pa t ien t  that  is a thorough-  
going validation of  he r  fears, concerns,  and  destructive 
impulses. I would assume that  she is do ing  the best  that  
she can at any given moment .  This could take a number  of  
sessions and would be a le i tmot i f  t h roughou t  t rea tment .  

The  chal lenge,  at the same time, is to persuade  the pa- 
t ient  to refrain f rom self-harming behaviors.  Necessary 
also is teaching the pa t ien t  be t te r  control  over he r  emo- 
tions, perhaps  by t ra ining in deep  muscle relaxat ion.  

This dialectical  feature  of  DBT has always been  for me 
the most  d i f f icu l t - -ba lanc ing  the validation that  seems to 
be part icularly necessary for a bo rde r l ine  pa t ien t  against  
the need  to reduce  the f requency/ in tens i ty  of  destructive 
behaviors and  increase the f requency of  behaviors that  
will improve the clinical situation. Given the exquisite 
sensitivity that  Katr ina is likely to exhibi t  to any signs f rom 
the therapis t  that  she is no t  behaving as well as she could,  
it seems of  the u tmost  impor tance  to work towards a syn- 
thesis of  acceptance  and  change.  In contrast  to what  a Ro- 
ger ian would hold,  I would not  assume that  acceptance  
without  specific change efforts would improve the clini- 
cal pic ture  in Katr ina or, for that  matter,  in most  patients,  
regardless of  their  clinical diagnosis.  

L inehan  has asserted many times that  DBT is essen- 
tially cognitive behavior  therapy within a dialectical  con- 
text. I agree with this conceptual izat ion.  The  core change  
aspects of  DBT are social skills t ra ining and  o ther  cogni- 
tive behavioral  procedures .  

There  is much  to work on with Katrina. She seems to 
use a lcohol  in an effort  to control  he r  stress. BPDs are 
said to abuse drugs often. She also is said to have had  pe- 
riods of  anorexia  and bulimia.  The  la t ter  has been  l inked 
to the k ind  of  d icho tomous  th inking that  is a core feature 
of  BPD, in this case someth ing  like "It is absolutely essen- 
tial that  my physical appea rance  measure  up  to the ideals 
I see a round  me in this society, and  so I must  be very care- 
ful about  weight gain and  therefore  have to get  r id of  any 
food I eat" (Fairburn,  1985). 

He r  taking two psychoactive drugs would require  my 
working with a physician, hopeful ly  a psychiatrist  knowl- 
edgeable  about  the risks and  the benefits of  medicat ions.  
The  side-effects of  the SSRI Effexor, for  example ,  inc lude 
increases of  10 to 15 mm. in bo th  systolic and  diastolic 
b lood  pressure,  (hypo)mania ,  seizures, headaches ,  dizzi- 
ness, insomnia,  anxiety, and  anorexia .  One  has to con- 
sider whether  this pa t ien t  can afford these possibe bur- 
dens on  top of  what  she is a l ready trying to cope  with. 
Indeed ,  one wonders  how much  of  the symptom picture 
is a result  of  the drugs she is on. 

The  "stated beliefs regard ing  self, others,  and  the 
world" that  are inc luded  in the case mater ia l  certainly de- 
scribe a person with a very low op in ion  of  herself  and  
with little hope  that  things will ever get  better.  Reflected 
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