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Every author seems to have his or her own method for the treatment of

borderline patients as well as differing diagnostic criteria for determining
whether a patient is to be labeled as borderline Diagnostic and Statistical
Manual of Mental Disorders (4th ed.; DSM—IV; American Psychiatric
Association, 1994) defines the essential feature of borderline personality
disorder as a pervasive pattern of instability of interpersonal relationships,
self-image, and affects, along with marked impulsivity that begins by early
adulthood and is present in a variety of contexts. This pattern is observable in
many kinds of DSM—IV personality disorders, and as a result the borderline
personality diagnosis overlaps with many other types of DSM—IV disorders,
providing a sort of Rorschach test for authors who wish to write about the
subject. A substantial segment of psychotherapeutic practice is made up of
difficult, usually female, patients who fall more or less under this DSM—IV
rubric

There seems to be no end to the writing of books about borderline patients.
Techniques range from those of Abend, Porder, and Willick (1983), who
recommend a more or less standard psychoanalytic treatment without
parameters, to the cognitive therapy methods of Young (1996) and the
recently presented “dialectical behavior therapy” of Linehan (1993).
Somewhere in between lie the techniques of Kernberg (1975; Kernberg,
Seltzer, Koenigsberg, Carr, & Applebaum, 1989) and Masterson (1981),
which are rather idiosyncratic and based on an extremely specific
developmental theory, as well as pragmatic techniques such as my own
(Chessick 1977, 1993a, 1996). Why, then, another book on the borderline
patient?

The answer is that with such a plethora of theories, techniques, and
suggestions regarding the borderline patient, the beginner is bound to be
overwhelmed by conflicting information and ideas. Goldstein has made an
effort in this book to present a primer outlining some of the basic approaches
along with his own approach to treatment of borderline patients. Goldstein's
orientation is much like mine, except he has a Kernberg-influenced penchant
for distinctions and categories,
—————————————
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which perhaps will help some beginners to organize the variety of their
patients who tend to get labeled as borderline. There is a slight difference in
emphasis in that my technique centers on a meticulous study of the patient's
reactions to narcissistic wounds or perceived failures in empathy of
selfobjects, a technique developed under the influence of Kohut (1977; see
also Chessick, 1993b).

In his earlier work, Kohut (1971) thought borderline patients were in
principle untreatable by the psychoanalytic method because of their severe
propensity toward fragmentation, but he apparently changed his view,
concluding in a posthumously published work that borderline patients can be
treated if the analyst is able

(a) to retain his attitude of “empathic intention” despite the serious
narcissistic injuries to which he is exposed and (b) ultimately to
enable the patient, via the understanding of his or her experience of
the world, to reassemble his or her self sufficiently with the aid of
the selfobject transference to make possible the gradual exploration
of the dynamic and genetic causes of the underlying vulnerability.
(Kohut, 1984p. 184)

It is my impression that Kohut had very little experience with run-of-the-
mill difficult borderline patients. He was a noted training analyst (“Mr.
Psychoanalysis,” as some called him at one time, before he advocated self
psychology), and his patients were probably either at the neurotic end of the
spectrum or narcissistic personality disorders.

The issue of whether borderline patients can form stable therapeutic
alliances remains controversial. Although Goldstein gives some space to the
views of Adler (1985), who claims that they cannot, there is evidence
presented by Linehan (1993) that seems to indicate clearly that Adler is
wrong. In my experience, the problem with borderline patients is not whether
they can form a therapeutic alliance—I believe that given the proper
psychoanalytic approach and an appropriate holding environment they can—
but rather it is how to get them to come three or four times weekly for
intensive psychoanalytic therapy or psychoanalysis. Most of these patients are
unsuccessful or even being supported by family members, and in this age of
managed care and greedy insurance companies, they receive little support
from third-party corporate so-called health care payments. This is a
catastrophe for a substantial segment of our patient population, as without
intensive long-term psychoanalytic treatment the life situation of borderline
patients tends to deteriorate (although their psychic condition is a relatively
stable one), lurching from crisis to crisis, and often involving drug addiction,
alcoholism, episodes of self-mutilation, and suicidal attempts that are
sometimes successful. Our society is deliberately throwing these patients into
the trash heap, along with all the unfortunate occupants of our public mental
hospitals who have been ejected to live in our streets, alleys, and doorways.
Foucault was certainly correct when he said that every society should be
judged by how it treats the poor, the sick, and the mad.

- 442 -

Copyright © 2017, Psychoanalytic Electronic Publishing. All Rights Reserved. This download is only for the personal use of PEPWEB GENERIC.

http://www.pep-web.org/document.php?id=zbk.034.0001a#p0184


There is a general middle-of-the-road consensus in the literature regarding
the treatment of borderline patients. For example, Horowitz et al. (1996), as
I (Chessick, 1977, 1993a, 1996) have done, advocate a flexible shift on the
part of the therapist back and forth from expressive to supportive techniques
as needed, sometimes repeatedly in the same hour. One must be careful of
transference interpretations, especially if patients have a history of abuse,
because such interpretations can be experienced as narcissistic wounds. By
now it is well known that borderline patients tend to entice therapists to cross
professional boundaries, and therefore such boundaries must be maintained
with care. Improved functioning, as a practical matter, is even more important
than insight with such patients. There certainly exists a trial-and-error factor
in the treatment of borderline patients, a “flying by the seat of one's pants” in
the psychotherapy, in which one must constantly titrate the anxiety level of the
patient and constantly reassess one's treatment strategy with respect to the
patient's needs, even within one session. It is especially important that the
therapist be a reliable and safe container who does not retaliate but
“metabolizes” (Kernberg, 1975) and interprets whatever the borderline
patient wishes to project or present (e.g., Bion's, 1977, “beta elements”).

No single theory or technique can be applied to all of these patients. They
constitute a vast spectrum (Meissner, 1988) ranging from the more neurotic
or the narcissistic personality disorders to the psychoses. I like Kohut's
insistence that the length of the patient's fragmentation after a perceived
empathic lapse or other narcissistic wound is the crucial factor in determining
whether a borderline patient can be treated by insight oriented psychotherapy
(see Tolpin & Tolpin, 1996) This varies from patient to patient and must be
actually tested out in the sessions. A long period of supportive therapy may be
necessary to build a relationship so that the patient can endure the inevitable
fragmentation when they perceive an empathic lapse or a narcissistic wound
in or out of the therapy situation.

Horowitz et al. (1996) also emphasized the important ego capacity of
being able to play in an “analytic space” as emphasized by Ogden (1986).
This capacity of being able to create and maintain a space “in which the
dialectic between fantasy and reality is continually entertained” (Horowitz et
al., p. 25) is mandatory for analytic work. “When patients become
excessively fixated on the ‘reality' of their experience, for example, the
analytic space is contracted or collapsed, and the exploration of the patient's
inner world becomes drastically limited” (Horowitz et al.). This concept has
not received sufficient attention in the literature on the borderline patient and
is worth keeping in mind. I remember one patient, for example, who was
utterly unable to conceive of or maintain an analytic space in spite of years of
my efforts and, as a result, was unable to benefit from uncovering
psychotherapy.

The sudden intense transferences formed by borderline patients explain
why a patient fails with one therapist and gets labeled as borderline and yet
may succeed with another. Also, as I (Chessick, 1977) pointed out, a small
percentage of
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borderlines are untreatable because they are actually sealed over paranoid
psychot-ics. My approach is based on the idea that borderline patients do not
constitute a homogenous group with a specific pathology or developmental
defect. Their treatment requires special attention to the everyday phenomena
of their interpersonal difficulties as well as to archaic transference problems
they pose for the therapist. There is general agreement in the current literature
(Chessick, 1993a) that, in contrast to the bipolar disorders, impulse
dysregulation rather than affect dysregulation is the biological defect in
borderline disorders. I think this is true.

The global countertransference (Kernberg et al., 1989) such patients
stimulate leads to typical therapist defenses. The therapist may develop (a)
boredom, inattention, and a sense of low self-esteem; (b) a reaction formation
in which the therapist may attempt to fall in love with or rescue the patient;
(c) projection, in which the patient is thought of as killing herself or leaving
treatment; and (d) devaluation of the patient as hopeless or dangerous. Limit-
setting is obviously crucial for the patient and for the therapist to help avoid
the inevitable therapist resentment that such patients stimulate.

I emphasized that one should begin every patient with uncovering
psychoanalytic treatment whenever possible, although the patient may first
need help with adaptation by a study of the patient's faulty adaptation
techniques. Archaic transferences form, such as the selfobject transferences
described by Kohut (1977) or other types of transitional transitional object
transferences. Highly erotized or extremely negative transferences have to be
addressed first by a careful study of what caused them to arise. Therapist
rage, therapist panic when the patient seems to be exploding and the therapist
does not understand why, and therapist impatience are typical difficulties
encountered. The therapist experiences the patient's tendency toward
externalization, in which the patient repeats early interpersonal patterns, and
projective identification, with its exertion of pressure on the therapist to
behave in such a way as to validate the projection. I believe empathic
attunement is extremely important in the treatment of borderline patients.

The widened scope of psychoanalysis has come to now encompass the
treatment of the borderline patient. One of the pioneers of this widening scope
was Loewald, whose work was recently discussed at length by Fogel, Tyson,
Greenberg, McLaughlin, and Peyser (1996). For Loewald, the analyst
becomes a new object as old patterns of interpersonal relations and
expectancies are tried out and either affirmed or not. Loewald did not believe
that empathy, in Kohut's sense, could be relied on because of the inevitable
intense countertransference problems that interfere with it, especially in the
treatment of borderline patients. He viewed psychoanalytic therapy as similar
to the process of the mother—infant interaction, and he emphasized a “reach”
by the patient who is at a lower intrapsychic organization toward the
therapist's higher organization. This postulates a developmental tendency to
higher integration, a potential inherent in humans that Freud did not
emphasize. For Freud, treatment was to construct better compromises, but
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for Loewald ghosts (unconscious complexes) must become ancestors (well-
integrated psychic structures).

Loewald, following tradition, thought that the Oedipus complex was still
crucial in his patients. He pointed out accurately that there is no such thing as
reality or a “real” relationship without transference; any “real” relationship
involves the transfer of unconscious images to present-day objects, which
defines and distorts each new object relationship. The “aliveness” of the
relationship, as emphasized by Ferenczi and Winnicott, is crucially important
in the treatment, but Abend et al. (1983) argued that a formal psychoanalysis
without parameters can be successful for properly selected patients if careful
analytic attention is paid to transference and countertransference distortions
that are typically disruptive in the treatment situation. They emphasized a
“courageous preparedness for very slow progress” (p. 243) in an analyst who
has a special tact, patience, confidence, and persistence.

In his book, Goldstein goes into some of this in greater detail, but there is
the danger that the presentation of all the conflicting or apparently conflicting
theories early in the book may cause the beginner to become quite confused.
There is an unevenness to the chapters; some are extremely elementary, and
others are rather pedantic and scholastic, especially chapter 5 on projective
identification. I did not understand this unevenness until I reached the end of
the book, where it is mentioned that chapters 3, 5, 6, and 7 are essentially
reprints (with some expansion) of previously published papers by the author.
One of the few confusing statements in this otherwise clearly written book is
also found in chapter 5, in which Goldstein attempts to establish a
correspondence between Meissner's (1988) concept of transference and
Racker's (1968) concept of countertransference. This would require a
complete exposition in itself to establish, and it is irrelevant for the average
clinician. With the possible exception of chapter 5, beginning students will
find this book useful for its summaries and outlines of certain influential
theories about borderline patients and for its recommendations for therapeutic
technique.

Influenced by Kernberg, Goldstein attempts to use what he calls an “ego-
psychological diagnostic approach” (p. 7), which presents a profile of the
patient's ego strengths and ego weaknesses. This seems to me a useful
beginning diagnostic tool. The ego strengths involve the relative intactness of
reality testing, thought processes, interpersonal relations, and adaptation to
reality, and the ego weaknesses involve poor impulse control, poor frustration
tolerance, the proclivity to use primitive ego defenses, identity diffusion, and
affective instability. One does not have to subscribe to Kernberg's borderline
personality organization to use these essentially clinical criteria for labeling a
patient what I would call more or less borderline, and Goldstein agrees with
me and with Meissner (1988) regarding the borderline spectrum, a
heterogenous group of patients with a variety of levels and degrees of
pathological personality functioning.

Goldstein tries to combine the theories of Kernberg and Adler, and he
spends some pages outlining these theories. Fortunately it is not necessary to
adhere to
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them to follow Goldstein's therapeutic approach, which is more or less what I
described earlier in this essay. So there is a certain dichotomy in the book, in
which rather specific individualistic theories are explained in the first two
thirds of the book, but a more general and useful clinical approach that is not
so theory-bound is presented in the final section. The usual etiological
comments are made regarding such factors as constitutional aggression,
biological dysregulation, and the lack of “good-enough” mothering, but his is
not primarily a book about the etiology of the borderline condition.

In a conscious or unconscious allusion to economics, he introduces the
concepi of “referral yield,” “the percentage of patients referred for therapy
who actually continue for a reasonable period of time” (p. 51). Neurotics, he
claims, have a referral yield near 100%, but with borderline patients it is
exceptionally low, Goldstein attributes this to the borderline patient's demand
for the ideal therapist and the subsequent discovery that such ideals cannot be
met by anyone, but I think this is a matter that can be dealt with in treatment
depending on the therapist's empathy and capacity to recognize and
acknowledge the disappointments inevitably suffered by any narcissistic
personality disorder or borderline personality disorder who has formed a
selfobject transference. I think a more practical explanation of the low
referral yield, as Goldstein calls it, is that some patients have a history, based
on a characterologic pattern, of flitting from therapist to therapist; by taking a
history one can usually predict that these patients will not stay in treatment
unless very careful and immediate attention is paid to this pattern. The same is
true of hospitalization histories; if a patient has been repeatedly hospitalized
during psychotherapy for a borderline condition, it is a good guess that he or
she will have to be hospitalized again. So here I follow Linehan's (1993)
recommendation of a hierarchy of issues that need to be addressed in
treatment. Suicidal and self-destructive behavior comes first, and obviously
the patient must be prevented from future-foreclosing behavior. Second, the
patient's techniques that have destroyed previous therapeutic efforts must be
discussed with the patient early in the treatment and must remain in the
foreground for a long period of time. If one works primarily in the outpatient
psychoanalytic treatment of borderline patients, it is unwise even to begin
with a patient who has been repeatedly hospitalized unless one has easily
available hospital facilities and is willing to fight an ongoing battle with
managed care—a battle that is both endless and exhausting for the therapist.

Goldstein's differentiation of the “depressive impulse-ridden character”
from the more disturbed patient that he calls the “core borderline” personality
is interesting, and it falls in a long tradition of attempts to divide up
borderline personality disorders. One of the pioneering efforts in that
direction was made by Grinker, Werble, and Drye (1968), and it is still
useful. Those who find such divisions and distinctions pertinent may wish to
compare and contrast Goldstein's categories with those reported by Grinker's
group. Goldstein devotes chapter 6 to a discussion of
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his distinction and compares and contrasts it to DSM-IV and to other current
subcategories of borderline patients made by experts in the field.

Goldstein correctly notes that Gunderson (1984) viewed the borderline
personality disorder as a broad classification, perhaps including all severe
personality disorders, and containing only a fraction of the patients that
Kernberg et al. (1989) claimed to have a “borderline personality
organization.” As he points out, the various types of psychotherapy that are
advocated “reflects not only the therapist's theoretical persuasion and
orientation, but also his definition of the term ‘borderline”' (p. 127).
Goldstein notes that Kernberg's approach is “possibly the most influential
today, followed closely by Adler's” (p. 128). This of course is a matter of
opinion. Fashions in the treatment of such difficult patients tend to come and
go and, as Kohut (1978) pointed out, depend to a certain extent on the
charisma of their originators. Time will tell. For example, the work of Abend
et al. (1983) is presented by Goldstein (p. 136) as in direct disagreement
with Kernberg, Rinsley, Masterson, and others, and he points out that to use
Kernberg's technique, “one needs to be an expert in the type of object
relations theory that Kernberg uses” (p. 146).

Perhaps Meissner's views are more practical, as described by Goldstein
(pp. 158-161), in which great attention is paid to the therapeutic alliance and
various forms of psychotherapy are recommended depending on the
individual borderline patient. This seems to me to be a common sense
approach especially suitable for those who are not experts of the caliber of
Kernberg or Masterson. And, as Goldstein writes, “the choice of insight-
oriented therapy versus more supportive therapy is often dictated by the
patient” (p. 169). So our task as therapists with these difficult patients is to be
flexible enough to hear what each patient is attempting to tell us about what
sort of therapy she can tolerate, and this may vary not only from hour to hour
but even within the hour itself.

It is hard to find anything to disagree with in Goldstein's general approach
to the psychotherapy of borderline patients, a sensible and down-to-earth
method that beginners can learn with proper supervision and with the
background of a personal thorough psychoanalysis of their own. I would only
add that Goldstein perhaps should have emphasized more the serious dangers
involved for an unanalyzed therapist in attempting to deal with such patients;
these dangers can affect both the whole future of the therapist as well as the
patient. Rather than suit the therapy techniques for groups or categories of
borderline patients, I am more inclined to shift techniques for any given
patient depending on her level of ego functioning at the time and her
propensity to fragmentation. I am also inclined more than Goldstein to
eventually approach important core archaic narcissistic fantasies that I
believe tend to form either the disavowed or repressed foundation of
behavior that gets the patient labeled as borderline.

I do not agree with Goldstein's concept of a “five-minute warning” (p.
190), in which he attempts to warn the patient that there are only five minutes
left in the session to help the patient prepare for the separation and avoid
being abruptly cut
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off I think such a technique forms a collusion between the patient and the
therapist to avoid facing the patient's rage when the therapist announces that
the time of the session is up, Indeed, the most common countertransference
problems on a day-to-day basis in working with such patients constitute an
attempt to avoid being exposed to the archaic rantings and ravings of such
patients that are very unpleasant for the therapist but must be endured and
dealt with if the treatment is to be successful. Another opportunity to face this
archaic rage is in the arrangements that are made regarding missed
appointments; a case vignette on page 194 nicely demonstrates that. Little
case vignettes offered by Goldstein to make his points throughout the book are
very useful and will help the beginner.

In conclusion, as Goldstein points out, “each patient is a unique individual,
with his own combination of strengths and weaknesses, his own unique
personality, and his own unique behavior patterns” (p. 214). This book will
be especially useful to beginners and students in the mental health professions
as well as those who wish to review some of the more predominant theories
in the area of the borderline patient. Although it has certain weaknesses that I
have pointed out and a few concepts that I disagree with, on the whole it is
consistent with common sense, is pragmatic, and offers a mainstream
approach to the psychodynamic treatment of such patients. In its emphasis on
some of the more abstruse theories, Goldstein does a service by his usually
clear explanations of these theories, but perhaps he would have done a greater
service by also reminding readers of what economists call the, “Riccardian
vice”—abstract theories allow one to ignore embarrassing facts.
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