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A THEORY OF MIND
DEVELOPMENTAL

MODEL (TOMDM)

FOR UNDERSTANDING

AND TREATING BORDERLINE
PERSONALITY DISORDER:

Borderline Personality Disorder

is almost always a fully developmentally
engendered disorder of Theory of Mind,
in the absence of inherent

neurobiological deficits.

&

Necessary modifications to current
treatment models will resolve their
continuing failure to provide either
a positive sense of self or

successful intimacy with others.



There are three things that are extremely hard:
steel, a diamond, and to know oneself.

- Benjamin Franklin

| hate and I love. Why do | do so, perhaps you ask.
| know not, but | feel it and | am in torment.

- Gaius Valerius Catullus,
Carmina, c. 84 BC -c¢. 54 BC



Preface

The etiology and underlying nature of Borderline Personality Disorder
(BPD) has remained a mystery for many decades despite a great deal of theory
and research. Nevertheless, there has been the general conviction, without con-
firmation, that Borderline Personality Disorder is a “Diathesis-Stress Disorder”,
meaning that it is a medically-based disorder resulting from inherent neuro-
biological limitations or flaws that become amplified or activated by childhood
adversity. It has gradually become clear, however, that Borderline Personality
Disorder is characterized by fundamental impairments in understanding self and
others, which has led us to this radical reappraisal that Borderline Personality
Disorder is not a Diathesis-Stress Disorder, but instead it is a fully developmentally
engendered disorder of Theory of Mind (ToM), the term for the uniquely human
Social Intelligence faculty for knowing of and understanding the mind of self and
others. Theory of Mind does not even exist at birth. At birth the mind is only an
informationally empty neurobiological potential that must be entirely constructed
after birth while a child interacts in a very lengthy and vulnerable learning
experience with the social environment, analogous to the learning of language.
We will argue that the pre-borderline child’s Theory of Mind develops in a specific,
adverse social environment, involving particularly routine, everyday, and
generally somewhat subtle psychological interference with and neglect of the
natural childhood learning of Theory of Mind. This psychological adversity
persists throughout childhood, and the resulting maldevelopment of the mind
becomes behaviorally clearly evident during the social challenges of ad-
olescence. This lengthy, defective developmental learning experience of a faculty
that is essential for functioning in the human social world is almost always the
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full source of Borderline Personality Disorder, in the absence of any necessity for
inherent neurobiological deficiencies. This new model, if fully confirmed, carries
major implications for resolving the failure of all current psychotherapies to
adequately resolve the severe social maladjustments of borderline patients.

While inherent neurobiological flaws are not necessary for childhood
adversity to result in developmental failure of working Theory of Mind, the
pre-borderline child does have two inherent but normal neurobiological
features that are highly advantageous in supportive developmental social
environments, but that together can be highly disadvantageous in adverse
social environments. The first vulnerability is the natural “Differential
Susceptibility” of Theory of Mind brain domains, providing the high level
of flexibility that is necessary for Theory of Mind to develop collaboratively
in a learning experience with the very varied and complex human social
environment. However, this collaborative flexibility also provides a significant
vulnerability to maldevelopment of Theory of Mind in adverse childhood social
learning environments, particularly those involving persistent psychological/
emotional interference with the Theory of Mind learning experience. This
Differential Susceptibility of normal brain domains for Theory of Mind to
developmental failure is a risk factor for all children, and is the theorized
“p-factor” or “pathology factor” that provides a general vulnerability of the
initially normal human brain to the development of mental illness.

The second vulnerability is specific to Borderline Personality Disorder.
It is the inherent enhancement of brain domains for Theory of Mind in pre-
borderline children, which is behaviorally manifested by their very high
sensitivity to the social environment. Enhanced Theory of Mind provides a
markedly enhanced potential for Theory of Mind to develop collaboratively
and successfully with a positive social environment, but the associated
increased Differential Susceptibility also provides a markedly increased
vulnerability to maldevelopment in an adverse social environment, which can
result in BPD even if there is only a mild level of adversity when it persists
on an everyday basis throughout infancy, childhood and adolescence. In
such an adverse childhood social environment, the initially collaborative
sensitivity characteristic becomes perverted to be an active participant in
the psychopathology, making it appear to be an inherent flaw rather than
the asset that would be evident in a positive environment. The presence of
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inherently enhanced yet developmentally impaired Theory of Mind provides
for the uniquely complex and paradoxical symptomatology that identifies
BPD. (The sensitivity characteristic is further discussed in the Introduction
and is explored extensively in Section F, Etiology.) This initially normal Social
Intelligence faculty of enhanced Theory of Mind in pre-borderline children is
the risk factor for BPD and plays no etiological role.

There has not been prior theory or research exploring the possibility of
a fully developmental alternative to the currently accepted Diathesis-Stress
Model for BPD. This is remarkable considering that no neurobiological
anomalies have so far been confirmed as inherent as well as playing an
etiological role despite extensive research, whereas there is extensive
confirmation of serious childhood physical/sexual adversity in a high
percentage of cases, and there is still so much more to learn about
the daily childhood social experiences in Borderline Personality Disorder.
Several conceptual errors are contributing to the paucity of thoughtful and
careful research about the routine, everyday childhood social experiences
of borderline patients. One is the full reliance on the Diathesis-Stress Model
to explain BPD. Another is the DSM error in allowing a moderate severity
of impairment, which can make it difficult to carry out research separately
identifying the developmental histories of patients having the high level of
severity that characterized the discovery populations. We will argue that
the discovery populations led to the identification of Borderline Personality
Disorder as a severe disorder, and that the subsequent inclusion of moderate
or less severity “spectrum” populations in research has seriously blurred
findings. Since Theory of Mind limitations and flaws occur in all of us, ranging
from minimal to severe, studies of patients with borderline features who do not
experience the severity of the discovery populations may tell us a good deal
about the workings of impaired Theory of Mind, but only studies of patients
with severe symptomatology can lead us to a clear and full understanding of
the disorder itself. Additionally, there is the general taboo about examining the
caretaking role in the development of mental iliness. We will argue here that
more careful examination of the childhood social environment of borderline
patients will reveal not only the well known histories of physical/sexual abuse
and neglect, but also a history of everyday persistent psychological/emotional
interference with and neglect of Theory of Mind development in most
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patients diagnosed as borderline, and in all severely impaired patients.

This Differential Susceptibility Model for Borderline Personality
Disorder, positing an inherently enhanced but very developmentally impaired
Theory of Mind in BPD, is more evidence-based and explanatory than
the currently accepted Diathesis-Stress Model that requires inherent
limitations or pathologies to underlie the occurrence of BPD, and therefore
this new model must be carefully investigated. It can fully account for both
the severity and the complex symptomatology of the disorder, including the
co-occurrences of abnormal, normal, and sometimes even enhanced,
social perceptivity and mentalization (borderline empathy and the borderline
empathy paradox), and it leads to a solution for the failure of all current
psychotherapies to satisfactorily moderate the serious social maladjust-
ments. Whereas the Diathesis-Stress Medical Model focuses on the
identification and resolution of a disorder by means of traditional medical
procedures of observation, interview, explanation, guidance, support and
somatic treatments, successful treatment for developmentally impaired
workings of the invisible social mind additionally requires engagement with
the patient in an appropriately genuine personal relationship of meaningful
duration, during which the therapist’s mind can experience, learn from and
benevolently influence how the mind of the patient is working, and at the
same time the patient learns how to participate in genuine, healthy
relationship, while simultaneously experiencing and learning from the
contrast of this relationship with adverse childhood relationships. During
this engagement the therapist and the patient are also collaboratively
exploring the patient’s developmental social experience and its influence
on the current Theory of Mind impairments.

Since there is not published research specifically examining a fully
developmental model for the etiology of Borderline Personality Disorder,
an examination has been made of over six hundred studies and writings
about the etiology, characteristics, and treatment of Borderline Personality
Disorder, along with a review of other literature pertinent to the subjects
being examined. These sources are persuasive in leading to the argument
that Borderline Personality Disorder is almost always a defectively “learned”
disorder of Theory of Mind (see Section F, Etiology). This new model of a fully
developmentally engendered major mental disorder also leads to a paradigm
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shift in understanding the origins, development and nature of the mind and
its workings, as well as to improved understandings about mental illness
in general.

Expanded Preface for 2023 Edition:

Reviews of our initial (2021) publication of this monograph have led to
this revision. There is no change in the model itself but there are significant
additions and corrections throughout that provide a clearer and stronger
argument for three new concepts about the origins, nature and treatment
of Borderline Personality Disorder. To our knowledge these concepts have
not been considered previously. (1) External Etiology Factor: Borderline
Personality Disorder is gradually and fully developmentally engendered during
childhood and adolescence by everyday, often rather subtle, psychological/
emotional adversity to the learning of Theory of Mind. (2) Inherent Risk Factor:
Inherent vulnerability of the pre-borderline child to this adversity is manifested
behaviorally by very high sensitivity to the social environment. This is not
a sign of neurobiological flaws but instead, and very paradoxically, it is a
characteristic of inherently enhanced, very differentially susceptible brain
domains for Theory of Mind. They are particularly vulnerable developmentally
to psychological/emotional adversity. These two concepts can fully explain
the complex clinical features of borderline patients. There is no necessity to
assume inherently defective neurobiology. (3) This new etiology model for
BPD as a Disorder of Theory of Mind leads to psychotherapy modifications
that will resolve the persisting failures of all current psychotherapy models to
satisfactorily improve the core self/other impairments.

Numerous studies have made clear that Borderline Personality Disorder
is characterized by severe and fundamental impairments in understanding and
managing the self, and in understanding and developing successful relationships
with others. For instance, Sharp et al. (2015) found that “BPD is unique in that
impairment in the ability to maintain and use benign and coherent internal images
of self and others are integrated into one disorder.” Sharp also states (2014):
“Disrupted interpersonal relationships are a hallmark feature of BPD.” These self/
other impairments are characteristics of flawed “Theory of Mind”, the uniquely
human Social Intelligence faculty for knowing of the mind, understanding and
managing one’s own mind, and processing, understanding, and responding to
social information received from the minds of others. The creation of a working
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Theory of Mind is fully dependent on receiving information provided by the social
environment during the developmental experience (Fonagy et al., 2003; Nolte
et al., 2023). In the absence of this necessary interactive learning experience
with the social environment there would be no meaningful development of
Theory of Mind at all. During this lengthy learning experience Social Intelligence
brain domains for Theory of Mind are programmed to develop flexibly and
collaboratively with the complex and often subtle requirements of highly diverse
human social environments (epistemic trust), which provides a marvelous benefit
for social learning, but it also provides a major vulnerability to developmental
impairment or failure when this initially trusting and collaborative flexibility
becomes engaged in a defective learning experience with an adverse social
environment. This “for the better or for the worse”, natural vulnerability of normal
Theory of Mind to participate in its own developmental impairment conforms to
the “Differential Susceptibility to Environmental Influences Model” that posits an
environmental source for a disorder, rather than to the “Diathesis-Stress Model
that posits an inherent source (Belsky & Pluess, 2009; Kennedy, 2013). It is argued
here that developmentally engendered serious dysfunction of Theory of Mind, a
differentially susceptible faculty essential to human social life, can by itself easily
account for a severe mental illness.

The overwhelming evidence of serious childhood adversity in Borderline
Personality Disorder is in alignment with this Differential Susceptibility model of
causative environmental influences, and directs us to a more careful exploration
of the developmental social experiences of borderline patients. Although there
is a caution that evidence of child adversity has not been confirmed in a full
100% of borderline patients, the generally intermittent adverse experiences
of serious physical and sexual abuse that have been relatively easy to identify
are most likely only the clear signs of a more subtle, but everyday rather than
intermittent, adverse social learning environment that directly interferes with and
fails to support the normal development of self/other faculties. We anticipate
that more careful research of the routine family social environment will reveal
much more about daily lives of pre-borderline children. This is not to say that
there are no inherent variations of Theory of Mind potentials that could play a
role in Borderline Personality Disorder. As will be discussed further in Section C,
Theory of Mind is a feature of Social Intelligence, and all intelligences range from
poor to gifted. A range of inherent Social Intelligence levels would certainly be
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present in populations of borderline patients, as well as variations in temper-
aments (Hughes et al., 2012). These individual differences would contribute to
the degree of vulnerability to and severity of Theory of Mind impairment but are
not etiological factors.

In addition to the general differential susceptibility of normal Theory of
Mind brain domains to psychological adversity, pre-borderline children also have
a unique vulnerability to developmental adversity that is exhibited behaviorally by
their very high sensitivity to the social environment. High sensitivity is also a
prominent feature of adult borderline patients. This well-documented sensitivity
is assumed to result from inherent neurobiological flaws or abnormalities, but it
is argued here that it is a characteristic of enhanced Theory of Mind, providing
an exceptional level of openness and sensitivity to the social environment
(inherently enhanced epistemic trust), and an enhanced ability to interact
successfully with a positive, well-matched social environment in developing
a working Theory of Mind. The Theory of Mind brain domains underlying this
enhancement also have an exceptionally high degree of natural Differential
Susceptibility to maldevelopment in adverse developmental social environments,
particularly those that directly interfere with a child’s autonomous participation
in learning about self and others. Orchids provide a perfect example for
understanding that exceptional vulnerability to adverse developmental envir-
onments cannot be labeled as an inherent defect if this vulnerability can
also be highly advantageous in a well-matched developmental social en-
vironment. Orchids are highly vulnerable to poor and even average
developmental environments and fail miserably, yet in enhanced envir-
onments they thrive exceptionally well and produce marvelous flowers
(Boyce, 2019; Kennedy, 2018). Likewise, and quite paradoxically, the higher
is the level of the developmentally collaborative Social Intelligence faculty
for Theory of Mind, the greater is the vulnerability risk to maldevelopment
in mismatched developmental social environments. This high vulnerability can
lead to BPD even when the parents’ everyday verbal, behavioral and
temperamental mismatches with the child’s requirements would be con-
sidered, on their own, to still be within the range of “normal.” Full confirmation
that high sensitivity of borderline patients is a characteristic of develop-
mentally vulnerable enhanced Theory of Mind will require research outlined in
Section F, Etiology.
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The needy behaviors of highly sensitive children can also elicit negative
caretaking responses, whereas enhanced caretaking behaviors may be
necessary for highly sensitive children to fully thrive, a 180 degree contrast.
(See in Section F, the Suomi findings about Social Intelligence development
in selectively bred “highly reactive” Rhesus monkeys.) Borderline Personality
Disorder occurs when the level of caretaking adversity and the level of the
child’s natural vulnerability together lead to developmental failure of Theory
of Mind. Despite this defective development of Theory of Mind, the underlying
brain domains of pre-borderline children retain their inherently enhanced
potential for processing and understanding social information. The consequent
co-occurrences of normal, and sometimes even enhanced, social perceptivity
and mentalization in patients who are usually demonstrating severe impairment
of Theory of Mind accounts for the uniquely complex clinical picture of BPD.
The disturbed relationship behaviors of adult borderline patients are then
features of a failed attachment/learning experience that began as early as
the first months of post-birth life (Liotti & Farina, 2016; Lyons-Ruth et al.,
2023), and that continues into adulthood despite the many efforts of borderline
patients to establish a corrective attachment relationship with therapists and
others. These persisting, never-ending efforts by individuals who generally have
some awareness about their self/other problems and the necessity for a
personal relationship to resolve them, are in alignment with this arguement
that BPD is an environmentally engendered disorder.

The many clinical studies of Borderline Personality Disorder have
resulted in diverse, sometimes conflicting, findings that do not come together
to reach a coherent understanding of BPD, a reminder of the blind man and
the elephant (https://allpoetry.com/The-Blind-Man-And-The-Elephant). A major
contributor to this problem is the incorrect DSM severity requirement for diagnosis.
A “moderate” level of self/other dysfunction is allowed by the DSM for BPD. The
word “moderate” opens the door to research populations that differ significantly
from one another and from the discovery populations. It will be argued here
that Borderline Personality Disorder as originally identified is a severe disorder,
quite distinct from less impaired “Borderline Spectrum” populations, analogous
to Major Depressive Disorder and Dysthymia. Corrections must be made in the
DSM by introducing separate diagnostic categories for severe versus moderate
or less impairments of personality functioning, so that research of Borderline
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Personality Disorder can take this absolutely necessary distinction into account
(Grenyer et al., 2022).

The remarkable success of psychotherapy for BPD, and the remarkable
failure of pharmacotherapy and other somatic treatments, should also have
stimulated new thinking about the nature/nurture basis of BPD. A disorder with
underlying inherently defective neurobiology is likely to respond positively to
somatic treatments but exceptionally poorly to psychotherapy alone, particularly
to the relatively brief psychotherapies that can be so beneficial for BPD (see
Kolthof et al., 2022). On the other hand, although current psychotherapies
successfully resolve the presenting symptomatology to the degree that patients
generally no longer fulfill the criteria for diagnosing BPD, they fail to resolve,
or even to adequately moderate, the serious relationship impairments that
are at the basis of Borderline Personality Disorder. Chapter two presents
psychotherapy modifications, derived from this new developmental model, that
can provide an answer for this failure. Firstly, the new model clearly directs the
therapist’s increased attention, in collaboration with the patient, to a much more
thoughtful and careful exploration of the specifics of childhood interpersonal
and other social experiences, and their relevance to the current Theory of Mind
impairments. Developing an understanding of adverse social experiences and
their influences on the working mind should provide patients with much improved
clarity of thought while they struggle to understand and resolve their self/other
problems. Secondly, a “corrective attachment and learning relationship” with the
therapist is necessary, involving a more active and personal engagement by the
therapist despite the countertransference and boundary risks with borderline
patients (Liotti & Farina, 2016). Learning how to participate successfully within
a healthy relationship dyad, while simultaneously experiencing the contrast with
their developmentally learned maladaptive relationship patterns, should provide
borderline patients with a much-improved ability to develop and retain healthy
relationships. Unfortunately, developing a “real” relationship with the borderline
patient, who has a deeply learned distrust of others, can be a challenge that
many clinicians wish to avoid, and therefore neither the patient nor the clinician
can experience the pleasure that gradually comes from working together to reach
a hard-won therapy success. Thirdly, borderline patients often have underlying
social intelligence potentials that can become advantageous if better understood
and then used appropriately.
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If the mind is wholly created after birth in a learning experience with the
social environment, and if Borderline Personality Disorder can wholly result from a
defective learning experience in the absence of inherent neurobiological deficits,
then the study of BPD is uniquely a study of how the human mind is created and
how it develops, for the better or for the worse, in interaction with the childhood
social environment. This would suggest that careful examination of the childhood
daily social experience of patients with Borderline Personality Disorder, as well
as individuals with borderline spectrum symptomatology, will also lead to new
understandings about the mind and its development in general. However, such
research will likely not proceed as it should until we first recognize that the mind
and its maldevelopment cannot be understood while relying only on the current
reductionist medical model for BPD (McHugh, 2002). A fully developmental
model for a major mental disorder leads, of course, to the likelihood that there
must be a human source. In the case of BPD, this would involve particularly a
flawed caretaker understanding for how to parent a highly sensitive child. The
quality of parenting is a very delicate subject that can be off-limits for theory
and research. However, if the underlying source of flawed parenting in BPD is
lack of knowledge about how to understand and parent highly sensitive children,
then this bias against researching caretaking becomes a bias against developing
guidelines for parenting these children. Many parents of borderline patients have
struggled with them for years, and many would likely agree to participate in a
clearly non-blaming, fully research-oriented inquiry. Pickard (2013, 2014) provides
highly relevant guidelines for benevolently working with individuals who carry
some responsibility for personal failures, helping them to better understand, learn
from, and then and move on from painful errors made during their lives.

Confirmation that Borderline Personality Disorder can be fully develop-
mentally engendered would necessitate reconsideration of a general bias that
major mental illnesses must be medical conditions with inherent neurobiological
bases, and would also suggest that biological research focused on finding
inherent brain anomalies, in the absence of also carefully researching the
involvement of the developmental social experience on brain development of
the mind, will never establish sufficient understanding of many, if not most,
mental disorders. Combined nature/nurture research can be expensive, but
the persisting limitations and failures of brain research alone can be even
more expensive over time (Roberts, 2023; Integrated Network, 2023). It is our
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expectation that combining research of the brain in BPD with examination of
the developmental social experience will lead both to a clearer understanding of
the critical importance of the psychotherapeutic personal relationship for Theory
of Mind recovery, as well as to improved somatic treatments that can provide
a degree of symptomatic relief, thereby adding to the helpful, if small, placebo
effect that current prescriptions can bring to these patients during the course of
psychotherapy.

In addition to reviewing the research literature, several brief patient
histories are presented here in ways that protect confidentiality. They include
examples of developmental adversity ranging from clear, episodic physical/sexual
abuse to everyday often subtle adverse caretaker communications, including
persistent misunderstandings, insensitivity, intrusions, disapprovals, control-
ling behaviors and rejections, as well as lack of sufficient warmth, empathy
and other attachment requirements. Whereas studies of groups provide the
statistical data, individual patient stories can provide the necessary illustrations
of individual experiences and behaviors (Allen, 2022; Das & Sarkar, 2023;
Gardner et al., 2021; Glucksman, 2018, 2023; Jamison, 2023; Jardino et al.,
2023; McAdams, 2001; Sharp, 2021; Tedesco et al., 2023; Wilkinson & Gabbard,
1993; Woodbridge et al., 2023). Oliver Sachs stated (1985): “To restore the human
subject at the centre—the suffering, afflicted, fighting, human subject—we must
deepen a case history to a narrative or tale: only then do we have a ‘who’ as well as
a ‘what’, areal person, a patient in relation to disease”(see also McAdams, 2018).
The importance of case histories has been somewhat neglected in recent
decades, but we should keep in mind that the discovery of BPD emerged from
case illustrations, and that further examination of individual personal experiences
may well help lead to new understandings about the origins and nature of BPD.

This argument for a new model to explain the origins and nature of
Borderline Personality Disorder involves a significant revision of our prior writings
about BPD. It is presented in the context of a historical story, beginning
straightforwardly but gradually becoming increasingly complex. This complexity
might help explain why it has not been considered before now. The Table of
Contents serves as an index for major discussions of key terms and issues. The
online text (https://leecrandallparkmd.net/BPDmonograph) can be fully searched
by using Adobe Acrobat Reader for index. The DOIs can be opened in the online
text. Readers with expertise about BPD who do not wish to read the entire
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monograph can review core arguments in the Etiology Section. This developmental
model for a major mental disorder may be regarded initially as heresy by some
clinicians and researchers in the field of Psychiatry but it should be of considerable
interest to professionals in Psychology and other mental health fields, as well as
to academics engaged in studying the origins and workings of the mind.
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Introduction

Borderline Personality Disorder is a severe disorder of Theory of
Mind, the uniquely human Social Intelligience faculty for knowing of and
understanding the workings of the minds of self and others. It is fully
developmentally engendered by routine caretaking misdirection to and
absence of support for the natural childhood development of the Mind.
Pre-borderline children have inherently enhanced Theory of Mind, behav-
iorally exhibited by their high sensitivity, that makes them highly differen-
tially vulnerable to such a developmental social environment. The caretaking
adversity largely proceeds from ignorance about how to parent a highly
sensitive and therefore “difficult” child, rather than from willful behaviors.
This everyday, often rather subtle psychological/emotional adversity to
development of the working mind can fully account for the occurence
of BPD. There is no need to additionally assume inherently defective or
limited neurobiology.

This new model of a fully developmental basis for the occurence of
Borderline Personality Disorder can easily explain the remarkable success
of current psychotherapies in resolving symptomatology, the remarkable
failures of somatic treatments, as well as the complexity of the often
paradoxical symptomatology. It also leads to psychotherapy modifications
that will resolve the failure of all current therapies to satisfactorily improve
the social adaptations that are fundamental to the disorder, as well as to new
understandings about the origins, development and workings of the mind.

Theory of Mind is only an informationally empty neurobiological
potential at birth and must be entirely created during the childhood social
learning experience, analogous to the learning of language from a neurobio-
logical potential. As a result of psychological/emotional adversity throughout
childhood, borderline patients struggle almost continuously against painful,
enduring distress that includes a disturbed sense of self, deep distrust of
others, and profound feelings of aloneness and emptiness. They persistently
seek close positive relationships as a way to resolve the attachment/learning
deficits underlying this symptomatology. However, they always fail in this

1
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endeavor (Jeong et al., 2022). They also seek professional help but frequently
fail to develop a working relationship with therapists. Instead, their com-
plex and sometimes disturbing communications, their sensitivity, and their
learned distrust of others, intensify as they begin to experience closeness,
often resulting in inimical responses by unprepared clinicians that confirm
for them that their distrust is accurate. Underlying these self-sabotaging and
confusing behaviors is the co-presence of inherently enhanced programing
for trusting, understanding and complying with communications from others
(enhanced epistemic trust), and a developmentally learned, deeply imbedded,
mistrust and anticipation that the minds of others will be disposed to be
harmful to them (borderline empathy paradox). This complex, severe
symptomatology uniquely identifies BPD. The DSM error in allowing mod-
erate, i.e. “clinically significant”, severity of symptomatology for diagnosis
has contributed to the conflicting theories and research findings. Current
psychotherapy models, following on flawed theory and research findings,
do not satisfactorily resolve the underlying relationship impairments.

Considering that Borderline Personality Disorder is a profound disorder
of Theory of Mind, and that mental illnesses in general involve impairment
to Theory of Mind, we believe that researchers will gradually come to un-
derstand that the study of BPD is essentially an exploration of the origins,
workings and malfunctions of the mind.

Chapter One of this monograph presents the argument that Borderline
Personality Disorder is a fully developmentally engendered, learned disorder
of Theory of Mind that can occur in the absence of any inherent limitations.
Chapter Two describes three necessary modifications to current treat-
ment models that take into account this new model for BPD and that will
satisfactorily resolve the serious social maladaptations that persist in all
current psychotherapies.

Chapter One: There is increasing consensus that impairment in the
ability to understand and manage the self, and to correctly process and
understand social information about others, is at the core of Borderline
Personality Disorder (Fonagy et al., 2016, 2017; Roepke et al., 2013; Sharp,
2014; Sharp et al., 2015, 2020; Skodol et al., 2019). Whereas such impairments
play a role in personality disorders in general (Pincus et al., 2020; Sharp & Wall,
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2021), they are uniquely pervasive and severe features of BPD. The term for the
ability to know of and understand the self and the minds of others is “Theory of
Mind” or “ToM” (Premack & Premack, 1995), and its neurobiological basis is
“Social Intelligence,” a hallmark of primate evolution (Cheney & Seyfarth, 1990;
Small, 1990). Social Intelligence in most primates provides only perception
of and understanding about behaviors of others, without this additional
Theory of Mind ability to know of the mind and its activities (Phillips et al.,
2020). The general primate faculty is operational shortly after birth, does not
require an extensive social learning experience, and has attained a high level
in humans. With the appearance of more recent primates, precursors of a new
Social Intelligence faculty for knowing of and understanding of the mind are
already emerging, progressing to full Theory of Mind in humans. In contrast
to the almost immediate operation of the general primate Social Intelligence
faculty for perceiving social information, this uniquely human Social Intelli-
gence faculty for understanding and processing perceived social information
as a product of the mind is just an informationally empty neurobiological
potential at birth, and the ability to make operative use of this potential can
only be gradually established subsequent to birth while Theory of Mind and
language brain domains are engaging in a long-term developmental learning
experience with the childhood social environment. This creation of the
working human social mind involves a very lengthy nature/nurture scenario
beginning at birth and continuing through adolescence, which differs sharply
from the general primate Social Intelligence faculty. In light of the very
high frequency of serious abuse/neglect in the histories of borderline
patients, this developmental requirement for the emergence and develop-
ment of the Mind will be carefully examined as a likely key to understand-
ing the origins and nature of the severe self/other impairments in BPD.

The Social Intelligence basis for Theory of Mind is termed “Personal
Intelligence” by Howard Gardner (1993). He argues that this neurobiological
faculty is programmed to be very flexible developmentally since it must be
able to develop in a collaborative learning experience with very diverse family
and cultural beliefs, dynamics and rules. This “malleability” or “developmen-
tal plasticity” (Belsky & Pluess, 2009) necessarily involves considerable
sensitivity and openness to the nature of the human social environment for
processing the complex, often subtle, and almost infinitely variable social
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requirements of human social environments. Fonagy et al. (2017) recommend
the term “epistemic trust” for such programmed openness to learning from,
collaborating with and accommodating to incoming social information.
However, although this inherent epistemic trust is necessary for a child’s
learning experience of Theory of Mind, it also provides a natural vulnerability
to maldevelopment when there is an adverse caretaking social environment,
since the collaborative process will be initiated in response to any social
environment encountered, in the absence of a yet-to-be learned ability to
recognize or screen incoming adverse social information (Talia et al., 2021).
This means that a working Theory of Mind can develop normally as a critical
asset for good self/other understandings or, paradoxically, this natural vul-
nerability will be a major “risk factor” for developmental neuropathology and
impairment of self/other faculties, depending on the nature of the caretaking
social environment with which the child’s developing mind interacts.

The well-established “Differential Susceptibility to Environmental
Influences Model” (Belsky & Pluess 2009), also termed “Biological Sensitivity
to Context Model” (Boyce & Ellis, 2005), explains the many situations in the
biological world in which there is such inherent programming to develop
flexibility with variable environments. This collaborative programming can
lead not only to developmental impairment or failure of an organism in an
adverse environment, but also to its involvement as a participating factor
in the dysfunctional state itself. It will be argued here that this is the fate
of pre-borderline children, who experience persistent routine psychological
adversity, during which their Theory of Mind brain domains participate
somewhat collaboratively in the development of their own neuropathology,
resulting in self/other flaws that can confusingly appear to be inherent cause
of dysfunction rather than environmental consequence. This differential
suseptibility of the necessary and highly advantageous faculty for Theory
of Mind is the “p-factor” (general pathology factor), the hypothesized general
vulnerability of the normal brain to the occurence of mental iliness (Caspi &
Moffit, 2018; Choate et al., 2023; Fonagy et al, 2017). A better name would
be the “v-factor” (general vulnerability factor), since this is a natural
vulnerability of the uniquely human mind to developmentally engendered
neuropathology. It is not pathological in itself.

The Differential Susceptibility of Social Intelligence brain domains
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for Theory of Mind explains the vital importance of the nature of the
childhood social learning environment for the proper development of
Theory of Mind, and how this neurobiological faculty can participate in
its own defective development in an adverse social environment. This is
relevant for understanding personality disorders in general, but it does
not explain the severe and complex symptomatology that uniquely identi-
fies Borderline Personality Disorder. It is argued here that both of the two
semi-independent neurobiological faculties for Social Intelligence (Dinsdale
& Crespi, 2013) are inherently enhanced in Borderline Personality Disorder,
one being the general primate faculty for perceiving social information,
and the other being the more recently evolved human faculty for Theory of
Mind. The occurrences of “Borderline Empathy” (Dinsdale & Crespi, 2013;
Roepke et al., 2013) can involve both of these enhanced faculties, whereas
the high “sensitivity” of pre-borderline children and borderline patients to
the social environment (Goodman et al., 2009, 2010, 2013; Gunderson &
Palmer, 2019) is a specific characteristic of inherently enhanced Theory of
Mind that involves an increased ability and motivation to connect with and
learn from the social environment (see Section F). Inherently enhanced
Theory of Mind would be an exceptionally advantageous characteristic
in a positive developmental social environment, but it also provides
an exceptional differential vulnerability to developmental failure in an adverse
social environment. Despite the resulting developmental impairment to the
operation of ToM, the underlying Theory of Mind brain domains still retain
their inherently enhanced potential and would be able to process social infor-
mation normally or even excellently at times, particularly when the impaired
person is in a calm state of mind. Inherently enhanced but developmentally
impaired Theory of Mind brain domains underly the complex and often para-
doxical mentalizing and self/other characteristics that identify BPD, such as
“Borderline Empathy” and the “Borderline Empathy Paradox”. The sensitivity
characteristic in BPD has been erroneously considered to be a manifestation
of inherent neurobiological limitations, largely because it has become devel-
opmentally perverted to be an active participant in the psychopathology.
The high sensitivity of enhanced Theory of Mind in borderline patients
provides a double-edged vulnerability, in that it not only provides this high
vulnerability to adversity, but it is also associated with needy, insecure and
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persistent attachment behaviors that can directly elicit adverse caretaker
responses, resulting in increasing intensity of these behaviors (Franssens
et al., 2021; Lyons-Ruth et al., 2013; Shapiro, 1992). This is particularly
unfortunate since the needy behaviors are actually a signal that enhanced
caretaking may be necessary for good social development. Stephen
Suomi (1991a) has reported remarkable findings with rhesus monkeys that
align with this scenario. Rhesus infants that were bred to be exceptionally
“high reactive”, i.e. highly sensitive and reactive to their environment, de-
veloped to become severely socially impaired adults when raised by their
natural parents, functioning at the bottom of their peer groups. However,
these apparently very defective monkeys developed not only perfectly
normally, but also became the dominant members of their adult peer
groups, when raised by particularly warm and protective foster mothers
who were quite tolerant and supportive despite their challenging reactivity
and needy behaviors. These findings with monkeys align with Differential
Susceptibility of Social Intelligence, and also with the argument that the
unusual sensitivity of pre-borderline children should not be automatically
considered to indicate inherently defective neurobiology. The differential
susceptibility model, the high sensitivity characteristic of pre-borderline
children and borderline patients, and Suomi’s study are examined in detail in
Section F, Etiology.

The necessity for a long-term learning experience with the social
environment in order to develop a working Theory of Mind, the exceptional
differential susceptibility of enhanced Theory of Mind brain domains in high-
ly sensitive pre-borderline children, and the extensive evidence of serious
childhood adversity in BPD, all contribute to the likelihood that inherent
neurobiological deficiencies are not necessary for the occurrence of
Borderline Personality Disorder. Nevertheless, despite the multitude of
well-documented histories of serious childhood physical/sexual abuse and
neglect that provide convincing evidence of disturbingly mismatching
developmental social environments, there is a conspicuous absence
of conjecture that a flawed developmental social environment could,
even sometimes, be the full source of the disorder (Belsky et al., 2012).
A factor contributing to this is that research has not demonstrated a history
of abuse/neglect in all borderline patients. However, the physical/sexual
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adversity to the body that has been relatively easy to identify is most likely
only the visible evidence of more subtle caretaking psychological influences
that are directly interfering with, and failing to provide support for, healthy
development of the mind, and that persist in effect during everyday social
interactions, not only when there is clear physical/sexual abuse but also in
its absence (Allen, 2003; Baldwin et al., 2023; Dube et al., 2023; Franssens
et al., 2021; Kerr et al., 2021; Linehan, Lyons-Ruth et al., 2013; Schulze
et al., 2022; Shapiro, 1978, 1992; Vanwoerden et al., 2021a; Yuan et al.,
2023). Schlensog-Schuster et al. (2022) state: “Routine clinical practice
and research predominantly focus on maltreatment exposures with more
visible signs, such as physical abuse, and their mental health sequelae.
Conversely, despite their higher prevalence, ‘hidden’ subtypes, such as
neglect and emotional maltreatment, have been vastly understudied.
Emotional maltreatment (EM) - also known as psychological maltreatment
and mental cruelty - is difficult to define, detect and operationalize both in
research and clinical practice...The high level of early dependance on the par-
ent-child relationship may place EM at the heart of the pathogenic influence
of maltreatment experiences.”

It is necessary to examine routine caretaking verbal/behavioral
communications much more carefully for evidence of such everyday parent/
child psychological mismatches that could impair Theory of Mind develop-
ment (Schlensog-Schuster et al., 2022; Schneider et al., 2023; Vanwoerden
et al., 2019). A mismatch of parenting characteristics with the child’s devel-
opmental requirements could lead to BPD even though neither the parent’s
nor the child’s characteristics would be considered flawed in themselves.
This means that research must include careful examination of the interactive
social learning experience in addition to the separate examinations of the
individual child and parent personality characteristics and behaviors. As
will be discussed further, no one has a perfect Theory of Mind. Theory of
Mind is created during a learning relationship with caretakers who always
have imperfect Theory of Mind, thereby contributing to the imperfect Theory
of Mind in their children. These imperfections range in a continuous path
from minimal to severe. For research to be fully relevant we must separately
examine the parent/child relationships of patients whose clinical severity
level matches that of the discovery populations. There are, of course, many
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other social influences on a child’s developing mind, including school and
peer experiences as well as other life situations and events. However the
primary and continuous influences on the childhood development of Theory
of Mind are the everyday caretaking learning experiences. Since these are
also the most inadequately examined developmental social experiences, the
daily routine social learning experience of the pre-borderline child and its
relationship to the development of major mental disorders remains largely
unexplored and unknown.

The current belief that inherently defective neurobiology underlies
Borderline Personality Disorder aligns with the “Diathesis-Stress Model
of Susceptibility to the Environment”, the medical model holding that there
are inborn limitations or flaws that can be activated or intensified by
environmental stresses, thereby contributing to developmental failure
(Choi-Kain, 2019). They would not provide benefit in any developmental
environment (Winsper, 2018; Zuckerman, 1999). The narrow focus on this
model in psychiatric research has seriously hampered creative thinking about
the likely key role played by the developmental social experience in the
development and maldevelopment of the mind. The alternative Differential
Susceptibility to Environmental Influences Model for BPD has escaped
consideration largely because it has been difficult or even impossible to
imagine the paradoxical concept that an initially normal, necessary, and even
enhanced neurobiological characteristic could also be the risk factor for a
major mental ililness (Amad et al., 2014; Brody & Mills, 1997; Frances, 2013a).

This concept of Borderline Personality Disorder as a developmentally
engendered disorder of differentially susceptible Theory of Mind, involving
an inherently enhanced yet very developmentally impaired ability to process
and understand social information about the mind, can easily explain the
complex and often puzzling features of BPD, as will be made clear
in this review. Of particular significance, it can explain (1) the confusing
mix of defective, normal, and sometimes enhanced mentalizing, often
influenced by the level of immediate stress, as well as (2) the “Borderline
Empathy Paradox,” the occasional co-occurrences of enhanced percep-
tivity to mental states of others (“Borderline Empathy”) despite a general
impairment in processing social information about others. This model can
also explain (3) why such interpersonally perplexed patients can, neverthe-
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less, have the perceptive ability to engender serious countertransference
disturbances and boundary violations, even in experienced mental health
professionals, and why, very paradoxically, the more severe is the disorder,
the greater can be this ability. (4) It can provide an easy explanation for the
persisting attempts to find closeness with others despite deep distrust of
and confusion about others that always leads to relationship failures. It can
explain (5) why it has been so easy to discover a high degree of serious
childhood adversity but so far impossible, despite extensive research,
to confirm neurobiological processes that can be identified as inherently
defective and also actively participating in development of the mind. We an-
ticipate, however, that future research will confirm neurobiological anomalies
resulting from developmental adversity (Hughes et al., 2012). Further, (6) a
mental disorder that has a defective inborn basis is likely to be more respon-
sive to somatic treatments than to psychotherapy, whereas BPD, as a de-
velopmentally learned disorder, responds particularly well to psychotherapy
but remarkably poorly or not at all to somatic treatments. The model can (7)
easily allow symptomatologies of clinical depression, anxiety, and PTSD to
be inherent to BPD as well as co-occurring, which has very often appeared to
be the case. (8) Although symptomatic characteristics of hypermentalization,
emotion dysregulation, impulsivity and rejection sensitivity are generally con-
sidered to indicate inborn limitations or deficiencies underlying BPD, a better
explanation for this symptomatic picture, that aligns well with the differential
susceptibility model, is that they result from persistent developmental inter-
ference with, and absence of proper guidance for highly sensitive children
in learning how to understand and like self, how to understand, trust in and
relate to others, and how to understand and manage feelings, thoughts,
emotions, impulses, perceptions and boundaries (Bertele et al., 2022). This
has resulted in persistently distressed and disturbed individuals who are
generally quite aware of their great difficulties in managing themselves and
in achieving closeness with others, and who are desperate to find someone
who will engage with them in overcoming these overwhelming impairments,
but who also have a learned fear and epistemic mistrust of anyone with
whom they begin to closely engage (Cook et al., 2005; Fonagy et al., 2015;
Nolte et al., 2023; Zanarini & Frankenburg, 1994). Finally, (9) the natural
Differential Susceptibility of Theory of mind brain domains can be identified
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as the elusive general p-factor of the normal brain and (10) the enhanced
Theory of Mind brain domains in BPD can explain the heritability evidence.
This story differs greatly from Schizophrenia, to which BPD has often been
compared, in that Schizophrenia involves good indications of inherent neu-
ropathology, no evidence supporting significant developmental adversity,
poor self-awareness about their self/other impairments, limited motivation to
seek psychological help, very poor response to psychotherapy alone, good
response to drugs, and no evidence of differential susceptibility or enhanced
social perceptivity. One of the more remarkable paradoxes about BPD is
that it was initially identified as a close neighbor to or type of Schizophrenia,
and yet developmental, clinical, and neurobiological evidence is so strikingly
different. If we are correct that BPD is actually a developmental disorder of
Theory of Mind that can occur in the absence of inherent neurobiological
deficits, then research about BPD is essentially research about how the mind
originates, develops and operates. Research that takes into account the
possibility that this model could be correct should lead not only to new dis-
coveries about workings of the mind but also to new understandings about
mental illness in general.

The natural differential susceptibility of Theory of Mind, and the ex-
ceptional vulnerability of enhanced Theory of Mind in pre-borderline children,
are “risk factors” for Borderline Personality Disorder, whereas childhood
psychological adversity is the “etiology factor.” The argument for Borderline
Personality Disorder as a developmentally engendered major mental disorder
will be necessarily extensive here in order to make clear its ability to fully
explain the complex characteristics of BPD, while also identifying the serious
limitations of the medical model for BPD. Sections B to E lead to the key
Section F, Etiology, that can be understood on its own if the reader prefers
briefer content.

Chapter Two: This paradigm shift in understanding the nature/nurture
sources of BPD leads to recommendations for necessary psychotherapy
modifications. Current psychotherapies have been surprisingly successful
in reducing symptomatology to the point that most patients who remain in
treatment no longer meet sufficient DSM criteria for the diagnosis of BPD.
However, they do not succeed in satisfactorily resolving the Theory of Mind
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impairments that are central to the disorder, particularly the impairments in
developing healthy, close relationships (Grenyer et al., 2022; Gunderson et
al. 2011, 2014; Zanarini et al., 2016). Contributing very significantly to this
serious problem is the absence of guidelines for psychotherapy when the
source of the disorder is the developmental social experience. In Chapter
Two of this monograph we strongly recommend three key modifications to
current psychotherapy models. First, when the developmental social experi-
ence appears to be or could well be the major or full source of the disorder,
rather than just a contributing factor, it is necessary to examine much more
carefully, together with the patient, the specifics of childhood interpersonal
experiences and the relationship of these experiences to the present self/oth-
er impairments. Patients with a history of childhood psychological adversity
can gain much improved self-understanding and sense of meaning in their
lives through understanding the origins and dynamics of their mislike of self
and relationship disturbances, which should also result in improved mentaliz-
ing in general. Also, the more understanding the therapist can gain about the
patient’s social history and development experiences, the more effective she/
he can be in developing a working relationship with the patient. Secondly,
increased personal involvement by the clinician in developing a “corrective
attachment and learning relationship” is necessary for a patient who has mis-
learned how to understand self and others during a mismatched childhood
attachment and relationship experience (Alexander & French, 1946; Ono &
Berger, 1995). Current psychotherapy guidelines stress the importance of
guarding against the ability of borderline patients to engage clinicians into
troubling countertransference responses and boundary errors, but they must
emphasize even more strongly the central importance of also personally
engaging with the patient in developing an appropriately genuine relationship
despite the challenges and stress involved, in order to enable the patient to
insightfully experience and learn from the contrast of this new relationship
with prior adverse developmental relationships. Progressing to a successful
relationship with a challenging patient requires a significant length of time,
rarely developing sufficiently during very brief, structured psychotherapies
or medication-focused treatments. The therapist must, of course, have
completed appropriate training, have good self-understanding and empathic
abilities, be able to maintain steadiness and objectivity when under stress
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(Aquanimitas and Imperturability: Osler, 1958; Jamison, 2023), and have the
flexibility to seek consultation.

Gaining insightful understanding about the developmental experience
and its relevance to the current mental state, along with achieving a success-
ful relationship experience, should be of major benefit as patients move on
in their social lives away from the support of the psychotherapeutic environ-
ment. The engagement with a clinician who can understand and is prepared
for the patient’s self/other difficulties and behaviors has much greater odds
for corrective success than the relationships so many patients continue to
have in their personal lives with people who are not prepared to understand
and to work sensitively, mindfully, objectively, patiently and constructively
with the interpersonal challenges presented by them (Jeong et al., 2022;
Nolte et al., 2023). These modifications should help to resolve the general
failure of all current psychotherapy models to sufficiently decrease the
disapproval/dislike of self, the relationship failures, and the sense of alone-
ness and emptiness that persist despite extensive treatment (Gunderson et
al., 2011, 2014; Hutsebaut et al., 2020; Miller et al., 2020; Ociskova et al.,
2023). Thirdly, patients must be encouraged to consider that, although their
sensitivity and associated behaviors may have contributed to their lifelong
stress and to stress for their caretakers, this sensitivity can also signal an
unrecognized potential for future social and career success if better under-
stood and managed (Park et al., 1992).

Finally, there needs to be significant improvement in psychotherapy
education for residents in psychiatry (Jamison, 2023; Lin et al., 2023; Moran,
2011; Papathanasiou & Stylianidis, 2022b; Shapiro, 2012; Tadmon & Olfson,
2022; Woodbridge et al., 2023). Training for interviewing and engaging with
patients who have mental illnesses has become simplified to resemble the
medical model for biological illnesses. These programs do not prepare resi-
dents for working collaboratively with a patient in a careful examination of the
developmental social history and its relevance to current mental difficulties,
or for engaging in a genuine and corrective relationship experience with a
challenging patient. Patients requiring such complex and difficult psycho-
therapy are frequently referred on to psychologists or social workers, with the
rationale that such psychotherapy expertise is not pertinent to the medical
model for treating mental disorders.
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Chapter One:

Nature, Nurture

and the Etiology

of Borderline
Personality Disorder

Section A: Outline

This new concept for the etiology of BPD can be summarized in one
sentence: Borderline Personality Disorder is a fully developmentally engen-
dered disorder of Theory of Mind. However, the argument for a develop-
mentally engendered disorder must be very comprehensive considering the
current conviction that a medical model can best explain this major mental
illness. Also, there is a complexity that requires examination of information
from several areas of study (Cicchetti & Toth, 1995). The strength of the new
model, in contrast to other theories, is its explanatory power for all of the
clinical features of BPD, per Occam’s razor, rather than being explanatory
for only some of them. Evidence and arguments are presented in several
sections that provide a review of BPD theory and research, beginning with
the discovery period and leading to the developmental theory of etiology
presented in Section F. This is also a history of the first author’s experience
with and understanding of BPD as it has evolved during over 40 years of
treating and studying borderline patients.

13
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Section B provides a historical background for the arguments that
follow. Section B1 describes the serious self and relationship disturbanc-
es observed in the discovery populations that, along with the high level of
symptomatic severity, led to the borderline diagnosis. Section B2 describes
the subsequent establishment of DSM criteria for identifying new populations
of patients, along with concepts about how the condition is understood and
how it originates. Premature embracement of these problematical concepts
and criteria led to a blurring of the centrality of the self/other disturbances
and the symptomatic severity that were the critical characteristics leading
to the discovery of BPD. In Section C, Social Intelligence is identified as
the neurobiological basis for “Theory of Mind,” the uniquely human ability to
know of and understand the minds of self and others. This faculty is carefully
examined in a search for understanding the self/other dysfunctions of BPD.
Section D: The evidence for “Borderline Empathy” and for the borderline
patient’s ability to engender strong countertransferences is examined. These
phenomena suggest an enhanced level of Social Intelligence in an undeter-
mined percentage of borderline patients that can provide heightened percep-
tivity to mental states of others, and an additional ability to then persuasively
influence feelings and behaviors of others, abilities that they usually seem to
be unaware of. In Section E, the “Borderline Empathy Paradox” is examined.
Paradoxical co-occurrences of heightened perceptivity to mental states of
others by individuals who also have a general impairment in understanding
mental states of others can best be explained as resulting from the presence
of inherently enhanced but also developmentally impaired Social Intelligence
brain domains. Dinsdale & Crespi (2013) reason that there are two semi-in-
dependent sets of brain domains for differing Social Intelligence faculties
in humans. “Part-One” brain domains provide the general primate Social
Intelligence faculty for perceiving social/behavioral information. They are
operative shortly after birth, and the initial level remains essentially unaltered
by adverse post-birth social experiences. We argue that they are enhanced
in BPD. Part-Two” brain domains have uniquely fully evolved in humans and
provide the potential to develop a working “Theory of Mind”. In sharp contrast
to the Part-One domains, the ability to make use of this potential in the social
world requires a long-term engagement by these brain domains in a learning
experience with the childhood social environment. We argue that these brain
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domains are also inherently enhanced in BPD, and that this enhancement
provides not only an enhanced learning flexibility for the development of
Theory of Mind, but also an exceptional vulnerability to developmental harm
when this learning enhanced flexibility engages in a learning experience
with an adverse social environment. Persistent, everyday psychological/
emotional adversity results in developmental failure of Theory of Mind
in BPD. However, the inherently enhanced neurobiological potential is
retained and contributes to the occurrences of normal, sometimes even
enhanced, mentalization and social perceptivity despite general Theory of
Mind impairments. Section F, Etiology: Part-Two brain domains
for Theory of Mind are “Differentially Susceptible” to the nature of
the developmental social environment, such that they are programmed to
develop collaboratively with any social environment encountered without
regard to its characteristics (Epistemic Trust), i.e. they begin to participate
developmentally with adverse social environments at the same level of open-
ness and vulnerability that they would with supportive environments, thereby
contributing to their own maldevelopment (the general p-factor). The unique
sensitivity of pre-borderline children and borderline patients is examined
extensively in this Section as a behavioral characteristic of their exceptionally
enhanced Theory of Mind. These sensitive, vulnerable and needy
children require an above average level of supportive caretaking to es-
tablish their full potential during a healthy attachment experience, but
instead they experience a very harmful level of everyday often rather
subtle, psychological adversity. This adverse parenting is frequently due
to deficient parental knowledge about the necessity for extra patience,
comforting and reassurance for sensitive and therefore “difficult” children,
rather than to intentionally adverse communications and behaviors. The
presence of brain domains for ToM that are both enhanced and yet also
severely impaired explains the complex and paradoxical Theory of Mind
symptomatology that uniquely identifies BPD, as well as the severity of
BPD. In Section G, suggested DSM categories for a fully developmentally
engendered disorder of Theory of Mind are briefly reviewed, followed by
Section H, Discussion.
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Section B - Historical Background:

A review of the discovery of Borderline Personality Disorder
(Section B1), and the subsequent development of DSM Theory,
diagnostic category and criteria (Section B2), leads to an understanding
for the continuing failure to clearly identify the etiology and nature
of BPD, and it also directs us towards a solution.

Section B1 - History of the Discovery of BPD:

Two striking clinical characteristics that helped lead to the
identification of Borderline Personality Disorder were severe regressions
during psychotherapy, including particularly the increasingly severe
interpersonal disturbances with therapists, and yet a surprising
ability to entangle them into strong emotional responses and
boundary difficulties.

Borderline Personality Disorder was first included in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-3) in 1980. During prior decades
there had been increasing interest in certain patients who initially appeared
to be neurotic, but as therapy progressed a very disturbed sense of self grad-
ually became apparent, along with disruptive interactions with therapists,
and, instead of improving, these patients frequently demonstrated increasing
severity of symptomatology. This led to the concept that there was an under-
lying psychotic basis despite the “pseudoneurotic” presenting state (New &
Triebwasser, 2018). Diagnostic labels included “Preschizophrenic Personality
Structure,” “Pseudoneurotic Schizophrenia,” “Ambulatory Schizophrenia,”
“Psychotic Character” and “As-if Personality.” Other diagnoses were “Bor-
derline State” and “Borderline Personality,” based on the concept that the
patients were “bordering” on Schizophrenia (Gunderson, 2009; Meehan,
Clarkin & Lenzenweger, 2018a). In his 1984 book, “Borderline Personality Dis-
order”, Gunderson stated: “The confluence of four relatively distinct clinical
observations formed the backdrop for the interest in developing the borderline
diagnostic category.” These four observations were: (a) patients who “despite
the appearance of healthier functioning, revealed unsuspecting evidence of
primitive thinking on unstructured psychological tests,” (b) patients who were
initially diagnosed as neurotic and referred for psychoanalysis, but who were
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gradually discovered to be severely impaired, developing “primitive regres-
sive transferences that eventually required the termination of their analysis,
sometimes even requiring hospitalizations,” (c) patients “who regressed into
primitive and highly destructive behaviors within the supportive confines of
hospitals,” and (d) patients who engendered “intense countertransference
reactions...in therapists.” To summarize, patients whose characteristics led
to the discovery of BPD were initially given a diagnosis of neurosis, showed
primitive thinking on psychological tests, frequently required hospitalization,
often regressed quite severely in both outpatient and inpatient treatment
settings, and although they could become increasingly disturbed and con-
fused while interacting with therapists they could also, paradoxically, have
a surprising ability to provoke troubling countertransference reactions and
behaviors in them. Regarding countertransference in hospitals, patients
could sometimes trigger a degree of staff chaos (Gabbard, 1993; Gunderson,
1984, 1989). Some of the mostly male residents in training would become
rather attached to these sort of helplessly appealing and usually young adult
female “waifs,” and yet some of the mostly female nursing staffs would
report the very same patients to be hostile, sabotaging manipulators. Staff
meetings between residents and nurses could evolve into strong disagree-
ments and even verbal hostility. Patients sometimes seemed to tune into
private feelings and other psychological characteristics of residents, and
then transmitted this information back to the resident in such an influential
way that there could be significant countertransference entanglements and
boundary lapses by the resident.

In his classic book, “The Fate of Borderline Patients” (1990), Michael
Stone reported a landmark outcome study of inpatients whose prior diag-
noses were corrected to Borderline Personality Disorder by applying the
newly-developed DSM-3 criteria in reviewing their hospital records. These
patients had been hospitalized during the years 1963-1976, with almost all
having the diagnosis of Schizophrenia, but follow-up revealed surprisingly
positive outcomes compared to Schizophrenia. This was a remarkable find-
ing, that there is a serious, somewhat dramatic and clearly not rare mental
disorder, the occurrence of which must have been present but unknown for
centuries, if not millennia, and which was never identified until researchers
discovered a new category of patients who had seemed to be schizophrenic
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and yet, compared to Schizophrenia, had strikingly differing improvement
rates. The disturbed and disturbing sense of self and relationship patterns,
combined with an unusual ability to engage others emotionally and to elicit
boundary violations, were responsible in large part for the early fascination
with borderline patients, and for the high interest in researching the condition
(Shapiro, 1978). During the earlier years of discovery their likability could be
rather favorable (Gabbard, 1993). For instance, in his forward to Stone’s book
(1990) Allen Frances, Chairman Emeritus of Duke University Department of
Psychiatry, wrote: “On a personal note, | have enjoyed a long and rewarding
relationship to this study. Approximately 15 of the people described in the
follow-up were my own patients... | also got to know many of the others...
Over the years | have maintained intermittent contact with a number of the
patients... | feel a great gratitude to Dr. Stone and to the many wonderful,
if once very unhappy, individuals he describes here. Their experience, and
Dr. Stone’s careful follow-up of it, provide a beacon of hope for many other
such patients and their clinicians.” This is in strong contrast to the negativity
that so many professionals and lay persons subsequently expressed about
these patients (Aviram et al., 2006; Chanen, 2021; Chanen et al, 2022; Das
& Sarkar, 2023; Mckenzie, et al., 2021; Mulder & Tyrer, 2023; Ociskova et al.,
2023; Papathanasiou & Stylianidis, 2022 a, b; Ring & Lawn, 2019; Shapiro,
2018; Stiles et al., 2023; Wall et al, 2021). A very high percentage of clinicians
are quite repelled, believing that it is in the nature of these patients to be
unpleasantly difficult and obstructive, perhaps purposefully, and they avoid
working with them if at all possible. What is behind this changed likability
factor, from fascination to clear dislike? Did the ensuing DSM concepts
and criteria contribute to this change? Did they also contribute to the media
referring to troublesome, disliked or narcissistic people, as well as criminals,
as “borderline”?

In summary, the striking self and relationship problems of borderline
patients, and their ability to induce strong countertransferences and serious
boundary violations in their clinicians, were key to the discovery of BPD.
These self/other problems and influences suggested right from the beginning
that BPD could likely be a disorder of Theory of Mind.
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Section B2 - The problematic development of Theory, DSM
Diagnostic Category and Criteria:

Insufficient attention in the DSM to the centrality of the self/other
impairments and the severity of the symptomatology has resulted in di-
agnosing and researching patients as borderline who differ significantly
from those in the in the discovery populations. This has contributed to
the continuing failure to clearly establish the origins and nature of BPD.

Patients in the discovery populations were identified in a very different
way from patients who are identified by means of the DSM criteria. Most
patients in the discovery populations were initially in treatment with other diag-
noses and were subsequently identified only after interacting with and getting
to know them over time, gradually recognizing the severity of the condition and
the extent and complexity of their self and interpersonal problems. In sharp
contrast, the DSM criteria do not clarify the same level of severity (Meehan,
Clarkin & Lenzenweger, 2018a), and selection of criteria to make a diagnosis is
often based on information gained after one or very few interviews alone. The
rule that only five of nine criteria need to be selected to make the diagnosis
means that there are dozens of ways of meeting the criteria for BPD (Antoine
et al., 2023; Lewis & Grenyer, 2009; Skodol et al., 2002; Wolf et al., 2023),
making for very heterogeneous mixes of patients, and also means that a
patient could be diagnosed without selection of a single criterion that
clearly identifies the serious self and relationship problems that were
at the core of the discovery populations (Mulder & Tyrer, 2023). In par-
allel with diagnostic focus on the presenting state, concepts about the
nature of BPD have also largely focused on symptomatic features that
can be observed or reported during early contacts, such as emotion
dysregulation and impulsivity, which are then considered as likely involv-
ing inherent neurobiological limitations without sufficient consideration
of alternative possibilities that could better explain the clinical picture.

With regard to severity of personality disorders in general, Zimmer-
man et al. (2018) state: “Severity is clearly of import to personality disorders,
though the current diagnostic systems do not include any formal severity
ratings...There is no clear mention of severity with respect to personality
disorders in the main section Il of DSM-5" (see also Kleindienst et al., 2020;
Morey & Bender, 2021). There is the following statement in DSM-5, preced-
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ing the listing of criteria for BPD: “A pervasive pattern of instability of inter-
personal relationships, self-image, and affects, and marked impulsivity,
beginning by early adulthood and present in a variety of contexts, as indicated
by five (or more) of the following...” The word “pervasive” indicates a thorough
presence of a characteristic but not necessarily severity. In addition, neither the
words “pervasive” or “severe” are present in the criteria listing of relationship
problems, leaving the likelihood that neither may be sufficiently considered
when making the diagnosis, and resulting in patient populations with signifi-
cantly lower degrees of severity as compared to the original populations of
patients. It has been suggested that cases of less severity provide a correct-
ed understanding of BPD, but this is actually a circular argument in which
we have developed a definition of BPD that allows for milder cases and then
make the “discovery” that approximately 80 percent of currently diagnosed
patients have never been hospitalized. Are we broadening the diagnosis or
are we adding a group differing significantly from the discovery populations,
analogous to combining Major Depression and Dysthymia?

A most important reason for establishing a clear level of severity for
a disorder of self/other faculties is that there is no human being with per-
fect self/other faculties, but instead there is a continuum of imperfections
beginning with minimal deficiencies, then increasing degrees of limitations,
and finally significant impairments of increasing severity (Brager-Larsen et al.,
2023; Wilson, 2023). This situation has become very clear to researchers of
adolescents with borderline characteristics. As will be examined extensive-
ly in the following sections, working Theory of Mind is fully learned during
childhood social development, during which time the learning experience is
provided by human beings whose psychological characteristics are never
perfectly matched with the child’s psychological characteristics and require-
ments (Fonagy et al., 2023). In other words, no childhood social learning
environment is without limitations. The enormous variations of resulting self/
other difficulties indicates that it is necessary to establish a clear level of
self/other impairment severity for BPD. Otherwise, we will continue to have
great difficulty in researching and understanding the disorder, including the
influence of the caretaking experience. It is argued here that the level of
severity for a BPD diagnosis should mirror that of the discovery populations,
with patients having lesser severity being given a “spectrum” diagnosis,
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particularly for research purposes.

With regard to severity of specific symptoms, it is notable that although
there is a high risk of suicide (Lyons-Ruth et al., 2013) and that “recurrent
suicidal behavior” is listed in the criteria, the word “depression” is completely
absent. Instead, symptomatic states that do not fit the diagnosis of a per-
sonality disorder, such as clinical depression, anxiety disorder and PTSD,
are always identified as “co-occurring” disorders (Da Costa, Sanches &
Soares, 2019; Zimmerman, 2017; Watt-McMahon et al., 2023), without con-
sideration that such states could be inherent to BPD as well as being pres-
ent as co-occurring conditions. Trull and Widiger (1991) found substantial
correlation between BPD criteria and dysthymia symptoms, suggesting
the possibility of depression being inherent to BPD, but there has not been
significant research to further examine the presence of such “borderline
depression”. Research investigation of depression in BPD has been lacking
partly due to the fact that a condition identified as a personality disorder
cannot include clinical depression.

Can there really be a uniquely odd disorder in which frequent and
serious suicidal ideation, intent and completion are prominent characteris-
tics, and yet significant depression is never present as an inherent character-
istic? Findings from a 10-year follow-up study of borderline patients suggest
that much more must be learned about psychological characteristics of
borderline patients who make suicide attempts. Yen et al. (2020) examined
the relationship of specific DSM-IV BPD criteria with suicidal behaviors. It
was found that impulsivity and affective instability were, as expected, risk
factors for suicide attempts, but it was also found that chronic feelings of
emptiness, identity disturbance, and frantic efforts to avoid abandonment
were also significant risk factors. Surprisingly these three features were the
only significant independent criteria associated with suicide attempts. It is
hard to imagine that such painful disturbances in sense of self and securi-
ty with others would never include depression (Miller et al., 2020; Zanarini
et al., 1998). DSM criteria do identify “intense episodic dysphoria” but these
episodes are most likely acute eruptions of a chronic, painful and debilitat-
ing underlying depressive state that is present as an integral element of the
personality by adolescence, has become “masked” as the result of children
trying to control it (Cytryn & McNew, 1972), and tends to wax and wane
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rather abruptly according to what is immediately going on in the patient’s
mind and interpersonal life (Meehan, Clarkin & Lenzenweger, 2018b; Miller
et al., 2020; Santangelo et al., 2020; Solomon, 2017; Stanley & Singh, 2018;
Watt-McMahon et al., 2023; Yen et al., 2004, 2020; Zanarini et al., 1998).
The rapidly occuring intensity of acute symptomatology then leads to the
well-known impulsivity of serious suicide attempts by borderline patients
(Andover, Schatten & Morris, 2018).

There is increasing evidence that a chronic sense of emptiness is a
particularly painful characteristic of the borderline condition and frequently
underlies suicide attempts. Unfortunately, emptiness has not been well-
identified and described in the DSM. Miller et al. (2020) recently conducted
a systematic review of emptiness in BPD, and they state, “Chronic feelings
of emptiness is an under-researched symptom of Borderline Personality
Disorder, despite indications it may be central to the conceptualization,
course, and outcome of BPD treatment.” In a study of 1870 adults presenting
for outpatient treatment, Ellison et al. (2016) investigated the relationship of
BPD criteria of impulsivity, affective instability, emptiness and anger, with
psycho-social morbidity. They found that only the emptiness criterion was
associated with all 8 indices of psychosocial morbidity examined (see also
Campbell et al., 2021; Grillo & Udo, 2021).

The painful, persistent feeling of emptiness provides a clear indication
of the severe nature of BPD. We will briefly describe a borderline patient
whose most prominent sense of self was a profound, enduring feeling of
emptiness, associated with low self-esteem and emotional pain (Kockler et
al., 2022; Santangelo et al., 2020; Zanarini et al., 1998). Among the words
she used to describe this empty feeling were “all alone all the time,” “noth-
ingness,” “empty,” “worthless,” “agony,” “just always want to end this thing
one way or another.” She said that although this feeling was underlying “for-
ever,” she had been a somewhat “exuberant” child whose high activity level
and popularity with boys had helped to avoid these feelings. However, by
adolescence she was experiencing clear depressive symptomatology which
could rather abruptly increase in full force, often during a social experience
of feeling apprehensive, criticized, disappointed or rejected. These episodes
gradually became more lengthy and severe, and were increasingly accompa-
nied episodes of self-harm and suicidal thinking. This led to a serious suicide
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attempt, followed by electroconvulsive therapy. This patient was a highly sen-
sitive, loving person who adored her children and would have done anything
for them. She explained that the severity of her depression and painful sense
of worthlessness and emptiness could fully block out her personhood, cre-
ating a “zombie” in pain who could maintain no thought or awareness of her
children, family or anything else other than an urgency to somehow escape
the pain or die. She was in psychotherapy for several years following the
initial suicide attempt, during which there was one more, less severe suicide
attempt. Over several years of an often challenging psychotherapy engage-
ment she improved symptomatically to a significant degree, but she reported
that the emptiness, always an essential part of her identity, would never go
away completely (Miller et al., 2020). It is difficult to describe the experience
of empathizing with someone who is feeling such persistent pain and despair.
The interviewer may have a helpless feeling that any comforting words would
be so superficial that they could only add to the pain. It was fortunate that
she could grasp the clinician’s demeanor at times, perhaps providing some
comfort. This patient had received trials with numerous medications over the
years and was always quite compliant, but the drugs did not provide much
help. Nevertheless, she always appreciated the prescription of medication. It
is common for borderline patients to wish for meds even though they do not
help much. The provision of a prescription may provide a sense of support
that carries beyond the clinician’s office (Park & Covi, 1965).

What is the source of this lifelong feeling of emptiness? This patient
recalled many disturbing family experiences during her childhood, but the
factor that stood out most to her was that she could not recall experiencing
any loving warmth in the family environment. Her mother disliked and dis-
approved of her spirited nature, and her father was a distant disciplinarian.
Her memory did not, of course, go back to infancy/toddlerhood, but she
assumed that the social environment was the same from the beginning of
her life. It may be that the earlier a child experiences rejection, along with
the absence of a warm or caring environment, the greater is the likelihood
that characteristics of emptiness, self-dislike and distrust of others cannot be
adequately resolved (see also Steele et al., 2015).

The Alternative DSM-5 Model for Personality Disorders also presents
a severity problem. There is a requirement that at least two criteria for self/
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other impairments must be selected for a personality disorder diagnosis to
be made, but these need only be moderately impairing. However, the patients
whose unique symptomatology led to the discovery of BPD had a severe
illness. A consideration for allowing a moderate level of severity in BPD would
have been the necessity to contain the borderline condition within the DSM
definition of a personality disorder, resulting in the tail wagging the dog, i.e.
the symptomatic picture being constrained to fit the diagnosis rather than
the diagnosis modified to fit the condition. However, considering the symp-
tomatic severity and the profound self/other impairments that were uniquely
at the basis of discovering BPD, reconsideration of BPD as diagnostically
belonging within the general personality disorder category is necessary.

In summary, the DSM inclusion of patients with significantly less
severity than the discovery populations, and the automatic assignment of
symptomatology unsuitable for a personality disorder to separate diagnoses
has contributed to the difficulties in developing a coherent theory of BPD.
New research is necessary, particularly more innovative investigation of the
origins and nature of the core self/other psychopathology (Yen et al., 2020).
The following three sections provide an examination of the fundamental role
of Social Intelligence in the occurrence of BPD, firstly as the neurobiological
basis for Theory of Mind, the faculty for understanding the mind of self and
others (Section C), secondly as the basis for an enhanced ability to perceive
mental states of others (Borderline Empathy) and then to influence their
mental states and behaviors (Countertransference) (Section D), and thirdly,
as the basis for the paradoxical co-occurrences of enhanced perceptivity
to mental states of others by individuals who have a general impairment in
understanding others, termed the “Borderline Empathy Paradox” (Section E).
These sections then lead to the section F on Etiology that examines how the
exceptional “Differential Susceptibility” of enhanced Theory of Mind brain do-
mains in highly sensitive children provides exceptional vulnerability to devel-
opmental psychological adversity, leading to the development of Borderline
Personality Disorder. In Section G we argue that the necessary severity level
of self/other impairments for diagnosis of BPD should align with the severity
in the original populations, and that lesser severities should be identified as
spectrum disorders. This should be particularly helpful for research purposes.
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Section C - Social Intelligence and Its Evolution; Childhood
Development of Theory of Mind (ToM) and BPD:

Serious impairment in understanding the mind of self and others
is a fundamental and pervasive feature of Borderline Personality Dis-
order. The uniquely human faculty for knowing of and understanding
the mind of self and others is termed Theory of Mind, and its neuro-
biological basis is Social Intelligence. Theory of Mind is only an in-
formationally empty neurobiological potential at birth that cannot
become a working faculty until the brain domains for Theory of Mind
become engaged in a learning exerience with the human social
environment. In the absence of this social learning experience there
would be no working theory of mind at all. It is necessary to consider
this developmental scenario when examining concepts about the
Theory of Mind impairments in Borderline Personality Disorder.

In alignment with the originally identified key characteristics of Border-
line Personality Disorder, researchers are now in full agreement that, where-
as difficulties in understanding self and others are present in all personality
disorders, they are very prominent, fundamental features of BPD (Agrawal,
2004; Bender & Skodol, 2007; Fonagy, 2017; Fonagy et al., 2002, 2016; Kern-
berg, 1984; Lind et al., 2019; Linehan, 1993; New & Triebwasser, 2018; Sharp,
2014; Sharp & Vanwoerden, 2015; Sharp et al., 2015; Yeomans, Clarkin &
Kernberg, 2015). Sharp and Fonagy are in the vanguard of exploring this
understanding. In a study of 966 hospitalized patients Sharp et al. (2015)
found that “BPD is unique in that impairment in the ability to maintain and use
benign and coherent internal images of self and others are integrated into one
disorder.” Reviewing this study, Fonagy et al. (2016) state: “It appears that
BPD might be better understood as being at the core of personality pathology
more generally, rather than as a type of personality disorder. This approach
would help make sense of the high levels of comorbidity found in BPD pa-
tients.” These views align with criterion A of the alternative DSM-5 model of
personality disorders, “moderate or greater impairment in personality (self/
interpersonal) functioning,” and they additionally suggest that, although self
and interpersonal difficulties are also found in the other personality disorders,
the self and interpersonal impairments are so central to BPD, and so severely
compromised, that they are likely signposts to the etiology of the disorder.

Although there has been increasing interest in examining the self and
interpersonal disturbances in BPD, there has not been sufficient consideration
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that these clinical manifestations must involve dysfunction of brain domains
for “Social Intelligence” (Humphrey, 1976, 2023; Vernouillet, 2018), perhaps
because the field of the intelligences has not been a particular focus for BPD
researchers. Howard Gardner, Hobbs Professor of Cognition and Education at
Harvard Graduate School of Education, identifies the uniquely human Social
Intelligence faculty for knowing of and understanding the mind as “Personal
Intelligence.” Gardner is the author of the landmark book, “Frames of Mind:
The Theory of Multiple Intelligences” (1983), as well as subsequent books
and papers about this topic, and in them he has provided detailed evidence
and argument that the human brain carries at least seven semi-independent
or modular categories of intelligence: Linguistic, Musical, Logical-Mathe-
matical, Spatial, Bodily-Kinesthetic, Naturalist, and Personal Intelligence. (IQ
tests measure linguistic and logical-mathematical intelligences.) The inherent
level of Personal Intelligence brain domains can range from limited, as in
autism, to gifted. Gardner posits two neurobiological faculties for Personal
Intelligence, one for processing information about self and the second for
processing information about others. “Intrapersonal Intelligence” provides
“access to one’s own feeling life—one’s range of affects or emotions: the
capacity instantly to effect discriminations among these feelings and, even-
tually, to label them, to enmesh them in symbolic codes, to draw upon them
as a means of understanding and guiding one’s behavior.” Subsequently
he added that having an accurate model of oneself, which is necessary for
effective decision making, is also an essential element of Intrapersonal Intel-
ligence (1993 a, b). “Interpersonal Intelligence” provides “the ability to notice
and make distinctions among other individuals and, in particular, among their
moods, temperaments, motivations, and intentions.” This intelligence includes
the “capacity to place one’s self into the skin of specific other individuals.”
Personal Intelligence is only a great potential at birth, requiring appropriate
childhood social learning experience with caretakers and the cultural social
environment. During this developmental period it has the flexibility for learning
from and adjusting to very diverse family and cultural social environments.
Gardner argues that confirmation of a proposed intelligence becomes
more certain if evolutionary antecedents can be identified. Social Intelli-
gence involving precursor characteristics for human Personal Intelligence is
found in many animals (Krupenye & Call, 2019; Grimm, 2023), and is a hallmark
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feature of primates (Brothers, 1989, 1990; Cheney & Seyfarth, 1990, 2007;
de Waal, 2019; Goodall, 1986; Humphrey, 2023; Lovejoy, 1981; Ristau,
1991; Tomasello & Call, 1997). Small (1990) describes this general primate
intelligence as “a knack for functioning as a social group, day in and day
out, a special kind of intelligence...a social acumen calling for a good mem-
ory, the ability to recognize and categorize others and the capacity to act
on that knowledge.” Terms used for this precursor Social Intelligence are
“Primate Cognition” and “Primate Intelligence.” Until the appearance of re-
cent hominids, Social Intelligence was limited to gaining information about
behaviors and social roles of others, with no identified ability to know of or
examine the mental states of either self or others (de Waal, 2009; de Waal
& Lanting, 1997; Phillips et al., 2020; Premack & Woodruff, 1978; Priselac,
2015; Savage-Rumbaugh, Shanker & Taylor, 1998). For instance, Cheney
and Seyfarth (1990) demonstrated that vervet monkeys are able to acquire
rather sophisticated social knowledge and to make use of limited abstract
concepts, yet they do not show any evidence of a faculty for perceiving the
mental states of others or to examine their own mental states. The unique-
ly human Personal Intelligence ability to know of the mind and to process
social information about the mind is termed by Premack and Premack (1995)
“Theory of Mind.” It is called a ‘theory” because the mind and its activities
cannot be directly identified or observed and must therefore be inferred
(Yaden et al., 2021). Although full Theory of Mind is unique to the human
species, there are clear signs of an emerging ability in the great apes
(Krupenye & Call, 2019). It has been theorized that only limited signs of Homo
sapiens mental illnesses have been observed in these higher primates,
such as indications of depression, because Theory of Mind has not been
developed sufficiently for full development of these conditions. Such
primate mental disturbances have been associated with environmental
events such as parent or child loss, isolation and abuse, but not with
evidence suggesting inherent neuropathology, which is pertinent to the
considerations here about BPD (Reite et al., 1974).

There is a great deal to learn about the long-term childhood interaction
with the social environment that is necessary to gain a working Theory of Mind
(Barnett et al., 2021; Laland, 2018; Locke, 1689; Menand, 2019; Pickard,
2009). The first year of life may be a very significant period for this brain/
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social environment interactive experience, particularly considering that
human infants are born “prematurely” compared with other primates, and the
brain then continues to enlarge rapidly after birth while interacting with the
social environment. This very early brain interaction with the social environment
differs markedly from other primates, in that during this same developmental
period their brains are still in the uterus and separate from direct social
interaction. Birth prematurity provides a head start for the necessary social
experience in the development of Theory of Mind. However, this premature
interaction with the social environment can make it particularly difficult to
differentiate very early environmental influences from inherent factors involved
in development of Theory of Mind. The prematurity of the brain at birth is a feature
of the high degree of neoteny in humans (Lorenz, 1950; Montagu, 1989), and
a suggested anatomical explanation is that a larger skull accommodating
a more developed brain would not pass through the birth canal of a body
structure that has evolved to the erect position (Barnett et al., 2021).

The evolutionary development of Theory of Mind has not only been
accompanied by the very extended post-birth social learning experience,
but also by the gradual loss of instinctive readiness to function at or shortly
after birth. It can be helpful to contemplate the development of a “self” or
“self-direction” in an animal kept in isolation from others beginning at birth
and continuing for months or years. Most animals nevertheless have some
inherent sense of self-direction, e.g. a chicken will still be very OK “knowing”
it is a chicken, going about happily clucking and pecking (Menand, 2019).
However, when we examine our primate relatives, long-term isolation ex-
periments of infant monkeys have revealed severe and permanent adult
socialization and other impairments (Harlow, 1964, Harlow, Dodsworth &
Harlow, 1965, Harlow & Suomi, 1971). Then consider the human infant, who
has almost no instinctive activation of body or mind at birth, and remains
uniquely helpless for an extended length of time. If we imagine this infant
being raised in full isolation from human contact for an extended period we
would all picture a tragic entity with minimal or no self or self-direction, and
without an emerging, inherent ability to know how to function or interact in
the human social world or in the world in general (Rymer, 1993). This picture
dramatically illustrates how critical the social environment is for activation
and development of the human mind despite the remarkable initial potential,
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i.e. there would be essentially no working mind in the absence of human
interaction (Liotti & Farina, 2016). This can be a cautionary tale for avoiding
the grievous error of expecting to understand the development of the human
mind and its disturbances by simply studying the neurobiology of the adult
human brain, as if its state is analogous to the brains of all the other ani-
mals that do not require this extensive brain/environment experience for the
appearance and development of self-direction and a working social mind.
It is also a compelling indication that we must examine the developmental
experience of the pre-borderline child much more carefully and extensively
rather than to rest so heavily on the conviction that inherently flawed neuro-
biology must underlie BPD. One factor contributing to the relative absence
of studies about the childhood creation of the mind, is that most researchers
have likely had a normal developmental experience, and mentally healthy
persons generally feel that their mind has developed independently, without
having experienced what happens when the music isn’t playing.

The fact that the mind is to such a degree the creation of the developmen-
tal social environment could be off-putting to some of us since it indicates that
we are not inherently who we are, but instead the adult mind and the workings
of its underlying neurobiology are a product of the social experience to such a
degree that if raised in a significantly differing developmental social environment
a person could be essentially someone else. Would a mentally healthy person
who had prospered in a good childhood social environment have become essen-
tially a different person if raised in a harmful childhood environment, and if this
resulted in a major mental illness would it be considered inborn (see also Hanh,
1999)? Research investigating the mind as possibly originating from a purely
biological potential could be in conflict with the general belief that each of us is
born with a unique soul that endures unchanged throughout life and afterwards.
Nevertheless we must investigate all possibilities in order to identify the realities
underlying mental health and illness. Development of the mind has also been a
subject of right to life debates. Ova and sperm have life, and there is the argu-
ment that a human being is therefore fully present at conception. There is also
the argument that a human being is not actually present until a newborn infant
begins to actively engage with the others, while looking at them directly in
the eye, thereby initiating the beginnings of a working mind from an inform-
ationally empty neurobiological potential.
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It seems quite likely that there is an early period of high flexibility during
the development of Theory of Mind, after which there is less flexibility for
learning, as is the case with learning languages and the development of the
senses (Leighton et al., 2017; Luby, 2020; Stepp, Lazarus & Byrd, 2016; Valdez
et al., 2020). Could interference with and neglect of the natural development
of Social Intelligence cause more profound harm during the pre-verbal and
amnesia periods, such as deeply imbedded low self-esteem and a sense of
emptiness, making it almost impossible to adequately repair, and how would
we distinguish such very early developmental harm from inherent deficits
(Luby, 2020; Valadez et al., 2020)? The significance of the early childhood
social learning experience is very evident in the learning of language, another
uniguely human social Intelligence faculty, which “endows human mental life
with its complexity and texture” (Rothman, 2017; see also Boroditsky, 2019;
Ibbotson & Tomasello, 2016; Laland, 2018; Orwell, 1949; Scott, 2019), and
which provides for the verbal communications that are necessary for satisfac-
tory development and operation of Theory of Mind (Astington & Baird, 2005;
Astington & Jenkins, 1999; de Villiers & de Villiers, 2014; Ruffman et al., 2002;
Satpute et al., 2020; Siu & Cheung, 2022). The importance of language as
an adjunct to the mind becomes immediately clear when one considers the
difficulty of thinking about self and others, or much of anything else, without
words lurking in the mind (Perman, 2022). Language not only provides parents
with a unique tool for conferring clear social information to their children, but
it also provides them with a unique power to impair and pervert develop-
ment of the mind. This direct avenue to the workings of the developing social
brain in humans is not available in other primates, and may be another factor
contributing to the limited evidence of mental iliness in them (Suomi, 1991a).
Patricia Kuhl, co-director of the University of Washington Institute or Learning
and Brain Sciences, studies language learning and its developmental require-
ments. Her research (2015) provides “evidence that learning for the infant
brain is not a passive process...the built-in capacity for language does not on
its own propel the child past the first utterances of Mama and Dada. To learn
this most important of all social skills requires that a baby pay careful attention
to countless hours of parent-speak. It requires human interaction - a necessity
that | call social gating.” Although both Theory of Mind and language faculties
are only neurological potentials at birth that will remain essentially useless
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without an extensive social learning experience, and are both quite vulnerable
developmentally to the nature of the social environment, theories about the
origins of defective language and defective Theory of Mind differ markedly.
Whereas poor language proficiency is understood to usually result from in-
adequate education, in the absence of inherent neurobiological deficits, the
poor self/other proficiencies of borderline patients have been considered,
without confirmation, to always involve inherent neurobiological deficits. This
very likely serious error is understandable considering that, although Theory
of Mind and language are both learned faculties of human Social Intelligence,
impairments to self/other abilities provide more serious risks to mental health
and social adjustment than language impairments.

Dysfunctional operation of Theory of Mind and language as the result
of a defective learning experience can both be easily mistaken as nature
rather than nurture. A good example is the past assumption about levels of
intelligence in African American slaves (Foner, 2022). The majority of them
could not read or write and were limited in other important social skills. Such
apparent incompetence contributed to the assumption by many abolitionists
that slaves were of an inherently inferior species, and that they should be
freed to live in Africa because they could not make it in our society (Guyatt,
2016). Only several decades after the Civil War did it become generally
understood that slaves were seemingly socially and intellectually inept
because they had been forbidden, with severe consequences, to learn to
read and write, or to associate and interact in a free and equal way with the
non-slave social environment (Bynum, 2000; Lepore, 2018; Wilkerson, 2020).
Another example was the general assumption during, and for a time after,
World War 1l that German and Japanese people were inherently and ab-
normally aggressive, racist, and dangerous. Subsequently, it gradually be-
came clear that this was incorrect as these populations became socially
indistinguishable from the rest of the social world. These are only two ex-
amples of a general tendency to over-attribute individual differences to
expressions of inborn factors, as if the critical influence of the social en-
vironment on the development of human cognition does not uniquely differ
from all other animals (Uomini et al., 2020). Further examination of the
contributions of childhood/adolescent social learning and of inherent neuro-
biology to the working faculty of Theory of Mind follows in Sections E and F.
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Section D - Borderline Empathy and Social Intelligence:
Enhanced Perceptivity to Social Information, and the Ability to
Engender Clinician Countertransferences and Boundary Vulnerabilities.

Dinsdale and Crespi (2013) state, “Clinical anecdotes and empirical
evidence have suggested that individuals with BPD may demonstrate
enhanced empathy in spite of impaired interpersonal functioning.” They define
this “borderline empathy” characteristic as “an enhanced ability to perceive
social information.” Dinsdale and Crespi (2013) and Roepke et al. (2013) have
provided a review of the considerable literature about borderline empathy, and
a few notable observations are addressed here. Many of these observations
were made during the discovery period of BPD, when clinicians had limited
knowledge about or preparation for the challenges of borderline patients,
and when psychotherapy was often psychoanalytically oriented, with the
therapist sitting away from the patient’s direct field of view and with minimal
verbal interchange. This setting could be imagined as an experiment that
tests an individual’s ability to perceive social information about others when
they are partially concealed. Krohn (1974), who originated the term, border-
line empathy, states: “Yet the therapist discovered an uncanny capacity of
the patient to recognize some very private impulses and judgments within
other people... He would regularly put into words these private associations
of the therapist just as the therapist was having them...that is, frequently a
patient diagnosed as borderline...demonstrates a curious resonance with the
immediate inner experience of other people...To hold that the borderline is in
poor contact with others ignores the sort of responsiveness described here —
a capacity known well by clinicians who have suddenly found their counter-
transferences articulated by their borderline patient...The therapist of the
borderline is often suddenly surprised to hear the patient voice what the
therapist comes to recognize as very private conflicts...lt is as if the
therapist has suddenly been dealt a very deep, confronting interpretation
by the patient! Several borderline patients treated successfully by the
author fared poorly with previous therapists in large part because the
patients’ primitive perceptions were essentially invalidated by the therapist’s
interpretations. Considered strictly as projections, the therapists failed
to confirm for the patient that his perception was accurate.” Masterson
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(1976) found that borderline patients could be “exquisitely sensitive
to the daily emotional state of the therapist, to his tone of voice and non-
verbal messages conveyed by gestures and body posture.” Stone states
(1985): “It is also worth noting that despite the prevalence of empathic diffi-
culties in this category of patients, some borderlines are unusually capable
of reasoning with those around them, including their love partners, as though
whatever combination of constitutional and experiential factors rendered
them overly sensitive to the actions of others, left them, as a compensatory
advantage, so to speak, better able than average to sense the hidden feelings
of those with whom they are close.” Gabbard states (1993): “Because they
are so sensitive to the therapist’s choice of words and nonverbal nuances,
they are able to evoke a sense of walking on egg-shells, as if our margin of
error were very narrow indeed.” Carter and Rinsley (1977), Shapiro (1978) and
others have also described perceptiveness in borderline patients.

Ladisich and Fell (1988) reported a controlled study of interpersonal
perceptiveness in 20 borderline patients, 20 neurotic patients, and 19 patients
with a history of schizophrenia. These were inpatients in therapy groups
of four months duration, each group having six members and a therapist.
Borderline empathy was defined as “accurate sensing or perceiving of other
persons’ feelings or qualities.” Questionnaires measured empathy, person-
ality traits and social attitudes. Patients rated themselves and other group
members at the beginning and the termination of the group therapy program.
The group therapists also rated the patients. Empathy was assessed by
calculating how accurately a person could rate others’ ratings of themselves.
The borderline patients scored significantly better than the neurotic and
schizophrenic patients and, perhaps more significantly, they were as good
as the therapists, who most likely had access to considerably more informa-
tion about the group members. In another study, Frank and Hoffman (1986)
compared two groups of patients, 10 borderline and 14 neurotic, using the
Profile of Nonverbal Sensitivity. The borderline group demonstrated signifi-
cantly higher nonverbal sensitivity, which provided “some empirical evidence
for the concept of borderline empathy,” the “apparent ability to tune in quite
accurately to the internal world of others.” In a more recent study, Franzen
et al. (2011) compared 30 borderline patients and 30 controls in a game of
trust that tested their ability to correctly detect mental states of others, and



34 A New Model for Understanding and Treating Borderline Personality Disorder

then to adjust their own behaviors as a result of this detection. The borderline
patients performed significantly better than the controls. “The authors state
that this unexpected result suggests a “superiority of Theory of Mind in BPD”
as demonstrated by a “superiority of mentalizing performance.” Kalpakci et
al. (2016) examined the degree of “affective empathy” (Losoya & Eisenberg,
2001; Smith, 2006) in 252 hospitalized adolescent females with and without
BPD, and they found that borderline patients exhibited significantly higher
affective empathy than the controls. There continue to be reports of social
perceptiveness in borderline patients, which is most likely not what most
clinicians and researchers are expecting to identify in severely mentally ill
patients. The reports do not suggest that patients have the ability to directly
experience the minds of others by simply being near them, but that they
likely have an enhanced ability to correctly infer feelings, attitudes, thoughts
and beliefs while observing routine verbal communications and behaviors,
including facial expressions, tone of voice, words used, body movements,
etc. It is interesting that many incidences of enhanced perceptiveness about
others (Interpersonal Intelligence) have been described, but few about the
self (Intrapersonal Intelligence).

Confirmation of borderline empathy in borderline patients remains
in abeyance since there is also research that does not find evidence of
an enhanced perceptive ability (Dinsdale & Crespi, 2013; Roepke et al.
2013; Sharp & Vanwoerden, 2015). Does this mean that the observations
and findings are incorrect, or that samples vary, or that there are other
methodological issues? A prevailing view is that if there is an enhanced
ability to perceive mental states of others, this must be an ingredient
or consequence of the psychopathology. However, if a poor violinist
could momentarily play with an apparently special ability, or if someone
intellectually limited could surprisingly seem to understand a Shakespeare
sonnet, or if a poorly functioning car or airplane could occasionally move with
unexpected speed or maneuverability, we would very likely consider search-
ing for a hidden asset rather than reasoning only that such an event must
somehow be an inherent part of the problem. Nevertheless, there continues
to be minimal interest in conceptualizing that borderline empathy might be
demonstrating an unrecognized asset, and then contemplating what such an
asset might tell us about BPD (see Section F).
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Both words “borderline” and “empathy” provide inaccurate labeling for
the borderline empathy characteristic, which has helped to lead us astray in
examining it. Regarding the first word, there is no evidence confirming that
the condition is borderline to Schizophrenia. The second word, empathy, is
also incorrect and should be replaced with a term such as enhanced social
perceptivity or “enhanced emotion recognition” (Sharp, 2014). Empathy is
defined in DSM-5 as “comprehension and appreciation of others’ experienc-
es and motivations; tolerance of differing perspectives; understanding the
effects of own behaviors on others.” The American Psychological Association
defines “empathy-altruism helping theory” as a concept that altruistic behav-
iors stem from a person’s empathic understanding of and compassion for
others. Definitions and research clearly indicate a two-part basis tor empathy
(Choi-Kain & Gunderson, 2008; DeWaal, 2007; Kalpakci et al., 2016; McLaren
et al. 2019; Nemeth et al., 2018; Roepke et al., 2013; Shamay-Tsoory et al.,
2009; Smith, 2006; Wingenfeld et al., 2018), the first being the detection of
another person’s mental state, and then there is a benign and compassionate
affective response when this information is correctly processed and under-
stood. However, we most definitely are not usually finding such benign and
compassionate understanding and responses by borderline patients to what
they detect. Whereas there is the evidence of an enhanced ability to perceive
social information, there is commonly inaccurate processing of perceived
social information, with inappropriate responses that can involve distrust,
misinterpretation, confusion, romantic expectations, increased attachment
demands, hostility and anger, as well as persuasive communications that
can disturb, manipulate and seduce.

With regard to countertransference, the compelling, almost path-
ognomonic ability of borderline patients to entangle even experienced
clinicians into strong emotional responses and boundary violations has
been well documented (Allen, 2023; Gunderson, 1989; Gutheil, 1989;
Zanarini et al., 1990). Although the term borderline empathy refers only to
the enhanced accessing of psychological information about another person,
these countertransference phenomena suggest an additional enhanced
ability to strongly influence another person emotionally based upon this
accessed social information, at times involving projective identification
(Fonagy et al., 2003; Gabbard & Wilkinson, 1994; Lin et al., 2023; Shapiro,
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1978,1992, 2020). Gunderson (1989) states: “A good portion of the literature
concerns the capacity of borderline patients to evoke intense
feelings of rage and helplessness or to evoke sustained patterns of dis-
tortion in psychotherapeutic relationships....” Kernberg et al. (1989) state:
“Uncannily, borderline patients seem to sense the therapist’s vulnerability
and may choose the exact moment when the therapist wishes the pa-
tient dead to announce a suicide plan.” Gutheil (1989) states: “Patients
with borderline personality disorder possess the ability, as it were, to
seduce, provoke, or invite therapists into boundary violations of their own
in the countertransference.” Gabbard (1993) states that borderline patients
can have “expertise in identifying vulnerable areas and exploiting that
awareness.” He also states “Borderline patients have an uncanny ability to
tune in to the therapist’s vulnerabilities and exploit them in a manner that
induces feelings of guilt... At the very moment when the therapist is wish-
ing the patient would disappear, the patient may accuse the therapist of
not caring and of disliking the patient. Such accusations may create feel-
ings in therapists that they have been ‘found out’... The patient’s accusa-
tory charges may strike at the very marrow of the therapist’s professional
identity and create a form of ‘physiological countertransference’- such as
a pounding heart, a dry mouth, and trembling limbs.” Averall et al. (1989)
propose that some borderline patients may have “more projective or sending
power, thereby transmitting unconscious fantasies and desperate neediness
with more impact than some other patients.” During a discussion about
countertransference, a psychiatry resident reported (personal communi-
cation 1991): “They can reach in under your skin and grab you emotionally in
just the place in your head where you want to be grabbed or where you don’t
want to be grabbed.” He described a patient who on occasion had sensed
and communicated something about him that he did not mean to reveal,
once even to himself, and then a complex emotional interaction could dev-
elop, created by the patient’s reaction to what she was perceiving, along with
his responsive surprise, caring feelings, embarrassment, discomfort, and/or
irritation. He felt that his reactions were somehow being guided by her in a
directed yet unclear way that neither he nor she understood (Wilkinson &
Gabbard, 1993). Based on her childhood history, he believed that her un-
awareness of this enhanced ability could involve a defense mechanism that



Chapter One: Section D: Borderline Empathy 37

developed to escape parental disapproval. Unfortunately for the child, this
worked to prevent her awareness of this ability but did not alter her actual
communications.

It is remarkable that there is this considerable record of borderline
patients having a rather unique ability to “manipulate” even experienced pro-
fessionals, and yet there is such an absence of speculation that this ability
might involve some kind of talent. Instead, the chief focus has been to make
sure everyone is warned to guard against this unusual power of borderline
patients rather than to examine it carefully. It is likely that we are now reading
much less about the serious transference and countertransference problems
that were so clearly evident in the discovery populations because we are more
understanding of and communicating better with borderline patients, and
since they experience more compatibility with our communications, along
with our benign but steady boundaries, they are also experiencing improved
processing and understanding of the social information we reveal about
ourselves. It is also likely that many patients now diagnosed as borderline do
not demonstrate significantly enhanced social perceptivity because it is most
evident in severely impaired patients, and DSM allows for moderate impair-
ment. This DSM severity problem is discussed elsewhere in the monograph.
It will be argued in Section E that inherently enhanced Social Intelligence
brain domains, even though developmentally impaired, underlie the en-
hanced social perceptivity of borderline patients and their ability to entangle
others emotionally.
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Section E - The Borderline Empathy Paradox and Inherently
Enhanced but Developmentally Impaired Theory of Mind:

Separate, Inherently Enhanced Brain Domains for General
Primate Social Perceptivity and for Theory of Mind; Enhanced Theory
of Mind Brain Domains are very Developmentally Vulnerable; Childhood
Everyday Psychological/Emotional Adversity Leads to Maldevelopment
of Theory of Mind:

Introduction: The Borderline Empathy Paradox, i.e. the occurrences
of enhanced perceptivity to mental states of others in patients who also have
serious impairments in understanding others, provides important clues for
identifying nature versus nurture sources of Borderline Personality Disorder.
In their review of the literature about the Borderline Empathy Paradox, Dinsdale
and Crespi (2013) propose a neurobiological basis for this paradox that
involves two semi-independent sets of brain domains for differing Social
Intelligence faculties. Part-One brain domains provide the “ability to per-
ceive social information.” Part-Two brain domains provide the ability to
process and understand the perceived social information. Arguments and
evidence for nature and nurture factors involved in the performance of such
brain domains in BPD are reviewed here, with the conclusion that Part-
One brain domains provide a human level of the general primate faculty for
perceiving and understanding “extra-mental” social information (Phillips
et al., 2020), which is inherently enhanced in patients demonstrating
borderline empathy. These primate domains are operational shortly after
birth. They do not require an extensive learning experience and therefore
do not become measurably impaired during adversive developmental experi-
ences. Part-Two brain domains are for Theory of Mind and are also enhanced.
They have evolved quite recently, providing the uniquely human potential, but
not the immediate ability, to know of the mind and to process and understand
social information about self and others as proceeding from the mind. In con-
trast to the Part-One domains, these Part-Two domains require an extended
learning experience in interaction with the childhood social environment for
this potential to gradually develop into a working mind. During this learning
experience they are quite vulnerable developmentally to the nature of this
social environment. Persistent psychological adversity during childhood has
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interfered with this learning experience, with defective development of the
Part-Two brain domains and serious impairment to the operation of Theory
of Mind. However, the underlying enhanced potential remains. The presence
of enhanced but impaired Social Intelligence brain domains in BPD underlies
the Borderline Empathy Paradox.

1a: Part-One Social Intelligence Brain Domains: These general
primate domains for perceiving and understanding “extra-mental”
(“existing outside the mind”) social information are inherently enhanced
in BPD. They are “automatically” working shortly after birth (Phillips et al.,
2020), without the necessity for an extensive learning experience to become
operational, and the initial level of this intelligence remains essentially unal-
tered by developmental experiences. They participate in the occurrences of
“Borderline Empathy,” as do the Part-Two brain domains. Since the optimal
level of any intelligence, e.g. social, linguistic, mathematical or musical, is
set at birth, confirmation of enhanced social perceptivity in BPD would be
strong evidence of an inherent rather than a developmentally engendered
enhancement.

1b: Alternate Views about nature versus nurture factors under-
lying the instances of enhanced social perceptivity observed in BPD:
Current theories argue that Borderline Empathy is a component or product
of the disorder rather than an inherently enhanced faculty. Frankenhuis
et al. (2020) state: “It is well established that people living in adverse condi-
tions tend to score lower on a variety of social and cognitive tests. However,
recent research shows that people may also develop ‘hidden talents’, that
is, mental abilities that are enhanced through adversity” (see also Ellis et al.,
2020). This research focuses on enhanced abilities that develop in response
to adversity but does not entertain the concept that there could also be en-
hanced abilities that are inherently present rather than resulting from adversity,
but that can remain undeveloped, and/or perverted due to adversity (Brody &
Mills, 1997; Dare & Nowicki, 2015; Taylor & Vestergaard, 2022). Analogously,
theories about the borderline empathy paradox almost never speak to the
possibility that the signs of enhanced social perceptiveness might be
evidence of an inherent ability or talent rather than simply a feature or
product of the disorder. For instance, it has been proposed that the
abnormal “hypermentalizing” observed in borderline patients could have a
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relationship to borderline empathy. In 2011 Sharp et al. reported a study
of hypermentalizing in adolescents with borderline traits. They define
mentalizing as “the capacity to interpret other people’s behavior within
a mentalistic framework to understand how self and other think feel,
perceive, imagine, react, attribute, infer,and so on.” They define hypermental-
izing as “excessive, inaccurate mentalizing.” The study demonstrated that
“hypermentalizing was strongly associated with BPD features in
adolescents. Participants with BPD features showed a tendency to make
overly complex inferences based on social cues that resulted in errors.”
It was also found that “undermentalizing” was not linked to borderline
traits, with the conclusion that while there was defective mentalizing that
used “unusual alternative strategies,” there was not loss of capacity per se to
mentalize (See also Norman-Eide et al., 2020). This is compatible with
the Fonagy and Bateman (2007) finding that “individuals with borderline
personality disorder are normal mentalizers except in the context of
attachment relationships,” with the Penner et al. (2020) finding that
“when adolescents with BPD are forced to engage in controlled mentalizing
...they perform as well as other psychiatric youth,” and with the Meehan
et al. (2018b) finding that “impairments in mental state recognition in
those with BPD are likely best understood under conditions of social threat.”
This context variability of hypermentalizing leads us to further questions
about inherent versus environmental contributions to hypermentalizing.
There is a general consensus that inherently flawed neurobiology
underlies the hypermentalization of borderline patients. However, if there is
an inherently normal or even enhanced ability to access social information
(borderline empathy), but there is also developmentally engendered impair-
ment to the ability to correctly understand it, then the hypermentalizing would
most likely be anxious and excessive efforts to understand others by indi-
viduals who can competently perceive social information, and who are also
generally aware of and very stressed by their great difficulty in processing
and understanding this information, rather than being a direct manifestation
of inherently limited neurobiology (Back & Bertsch, 2020; Bo et al., 2017;
Jeung et al., 2020; Nolte et al., 2023; Normann-Eide et al., 2020; Quek et
al., 2018). The histories of persistently seeking successful relationships and
psychotherapy despite continuing failures suggests that borderline patients
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may have an implicit sense that their relationship impairments are not inher-
ently inflexible and must be resolved through helpful interactions with others.
As will be discussed further, the never-ending search for a successful
relationship experience, as well as the very timely reductions of hypermen-
talization in current psychotherapies, are signs of developmental impairment
rather than inherent flaws.

Sharp et al. (2011) found a relationship of hypermentalizing to emotion
dysregulation in patients with borderline traits, which might be expect-
ed in individuals who have been in an enduring and painful double-bind
of searching for someone to help relieve persistent distress and sense of
aloneness, while also experiencing great difficulty while trying to identify the
trustworthiness, genuineness and reliability of anyone with whom they try
to closely engage (Bertele et al., 2022). The study makes reference to the
evidence of “enhanced capacity to discriminate the mental state of others,”
i.e. borderline empathy. The authors suggest that this “enhanced emotion
recognition” could be an ingredient of the hypermentalizing (Sharp, 2014;
Sharp & Vanwoerden, 2015), but the argument here is that the hypermen-
talizing demonstrates efforts to overcome developmentally engendered
impairments in processing and understanding social information about
others, whereas the occasional instances of enhanced social perceptivity
can be much more economically explained as a feature of an underlying
inherent enhancement of social intelligence. There are also proposals
that borderline empathy could develop through heightened attention
to anxiety-provoking behaviors of caretakers (Dinsdale and Crespi, 2013).
However, paying extra attention to or having a general “interpersonal
hypersensitivity” (Gunderson & Lyons-Ruth, 2008) to another person’s
behaviors cannot by itself be the source of an enhanced Social Intelli-
gence ability to correctly identify mental states of others unless there is
a talent involved, just as demonstrations of enhanced mathematical
intelligence cannot be explained as deriving purely from heightened
attention or hypersensitivity to anxiety-provoking or intimidating mathemat-
ics teachers.

There are many studies of BPD that confirm frequent physical and
sexual abuse, and it has been proposed that this abuse could motivate a
child to try to better understand the mind of the abuser, thereby developing
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borderline empathy. There are two problems with this theory. The first is that
instances of borderline empathy, as well as good mentalizing about others,
do not tend to occur when borderline patients are feeling threatened by oth-
ers. Instead, this is most likely to be observed when patients are in a relatively
calm state of mind. Perhaps more significantly, abusive behaviors are easily
and painfully observed and felt by a child and do not need to be further
detected and examined by struggling hard to understand the abuser’s mental
state. Multiple observations have indicated that the reverse is likely to occur,
since children in toxic caretaking circumstances are very likely to assume
that there is something wrong with themselves, while simultaneously blurring
or repressing a painful understanding of misguided, abusive, unloving or ne-
glectful parents (Hunter, 1991; Cicchetti & Toth, 1995; Sekowski et al., 2020).
The data have also shown that children who are subjected to abusive environ-
ments are likely to develop antisocial characteristics, to get into trouble with
authorities, and to have little interest in understanding others other than for
self-centered purposes (Goldman et al., 2003). There is not good data sup-
porting the alternative idea that child abuse fosters enhanced social percep-
tivity about others (James et al., 2018). Considering the very high percentage
of borderline patients who have experienced abusive childhood social envi-
ronments, how can the numerous observations of such heightened percep-
tivity to mental states of others be explained, something that is 180 degrees
opposite to the more common result for abused children? The most obvious
and economical explanation would be that this ability must be inborn.

2a: Part-Two Social Intelligence Brain Domains: These Theory
of Mind domains process and understand human social information
accessed by Part-One Domains as being a product of the mind. Although
they are also inherently enhanced in BPD, they have become very de-
velopmentally impaired. Whereas the Part-One domains for perceiving
social information in humans are an evolutionary continuum of the general
primate Social Intelligence faculty, the Part-Two brain domains for process-
ing and understanding perceived social information as product of the mind
are newly emerging in higher primates, reaching full development in humans.
In contrast to the Part-One domains, they require an extensive learning
experience with the caretaking social environment to become a working
faculty (see also Fonagy & Luyten, 2019), and during this lengthy engagement
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they are developmentally vulnerable to the nature of this environment. Inherent
enhancement of these ToM brain domains in pre-borderline children provides
not only an enhanced ability to process social information, but also an
exceptional vulnerability to developmental impairment in adverse social
environments (see Section F, Etiology).

This learning experience of Theory of Mind brain domains gradually
leads to the adult cognitive ability to correctly process and understand
complex social information. Uomini et al. (2020) define “cognition” as “the
brain’s synthesis of information from diverse sensory and memory sources to
produce appropriate responses. We refer to skillsets as the combination of
cognitive abilities possessed by a species or an individual... Extended par-
enting (protracted parent-offspring association) is pivotal in the evolution of
cognition: it combines critical life-history, social and ecological conditions al-
lowing for the development and maintenance of cognitive skillsets that confer
fitness benefits to individuals” (see also Cooke, 2017; Sharp et al., 2008). The
extended learning experience for Part-Two Theory of Mind brain domains in-
volves interactive feedback between brain activity and the social information
received, providing considerable difficulty in sorting out nature vs. nurture
sources of deficits in processing social information since they could be fully
nature, fully nurture, or a variable mix of both (McHugh & Slavney, 1998;
Meyer, 1957; Ryan, 2005; Sharp & Fonagy, 2008b; Slavney & McHugh, 2016).
The reports that flawed understandings of others by borderline patients are
most severe when experiencing stress, whereas good understandings are
particularly likely to occur when in a calm and steady state, suggests that
misinterpretations of social information from and about others are not simply
the result of inherent limitations, in which case the misinterpretations would
likely continue largely unaltered despite varying contexts. A recent study
of “mindreading abilities” in Borderline Personality Disorder by Colle et al.
(2018) found that “When required to interpret states of mind from their own
points of view, the individuals with BPD demonstrated a competent level
of mindreading...Awareness of mental states per se does not appear to be
particularly impaired... Individuals with BPD do not seem to find it difficult
to recognize thoughts and feelings but rather to make sense of their mental
states in relation to a specific context” (see also Shapiro, 1998, 2009, 2020).
This context specificity, along with the requirement for an extended devel-
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opmental learning experience are signs directing us to a much more careful
consideration and investigation of the childhood social environment as a
likely prime source for defective neurobiology underlying maldevelopment of
Theory of Mind in BPD. It is well known that childhood adversity can inter-
fere with the architecture and neurobiology of the developing brain, thereby
impairing mental and physical development (Birn et al., 2017; Fonagy et al.,
2003; Garner & Yogman, 2021; Goldman et al., 2003; Gur et al., 2019;
Hengartner et al., 2015; Lippard & Nemeroff, 2019; Longden & Read, 2016;
Lyons-Ruth et al., 2023; National Scientific Council on the developing child,
2012, 2014; Valadez et al., 2020). Marshall et al., (2015) report that child
abuse can result in significantly defective impulse control in adults and state:
“This substantially changes the way we think of how trauma increases the
risk for illnesses. There may be brain changes after trauma that act as a
risk marker for development of later illnesses, including bipolar disorder.
These processes are much more fluid than are previously thought.” Charles
Nemeroff, Professor and acting chair at the University of Texas Department
of Psychiatry, and Director of the Institute for Early Life Adversity Research
states: “Early life adversity is the single biggest determinant of psychiatric
illness, greater even than genetics” (Levin, 2019).

Studies of childhood adversity in BPD have generally found that
over 80% but less than 100% of borderline patients have experienced
significant childhood physical/sexual abuse and/or neglect, (Lewis &
Grenyer, 2009; Linehan, 1993; Robin et al., 2021; Steele, et al.,, 2015;
Steele, Townsend & Grenyer, 2019; Zanarini & Conkey, 2018; Zanarini
et al.,, 1997). Michael Stone (2019) makes note of “these few borderline
patients” who “had warm and loving parents, and who were not abused,
molested, neglected.” “Biparental failure,” i.e. childhood adversity/neglect
involving both parents, has also been found in a significant percentage
of borderline patients (Robin et al., 2021; Zanarini et al., 2000;
Zweig-Frank & Paris, 1991). It seems very unlikely that intermittent
physical/sexual abuse by itself would result in the complex Theory of
Mind impairments of borderline patients. Rather, this obvious abuse is most
likely a glaring clue to an everyday invalidating social environment
of the pre-borderline child (Kanj et al., 2023; Linehan, 1993; Paris, 1998).
It is argued here that the identified childhood adversity is the most
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visible sign of underlying, more subtle psychological/emotional adversity
to and neglect of development of the mind that persists in regular com-
munications, regardless of whether there are the more easily observed
and usually intermittent physical and sexual abusive behaviors (Allen, 2003;
Brassard et al., 2019; Dube et al., 2023; Franssens et al., 2021; Linehan,
1993; Lyons-Ruth et al., 2013; Miljkovitch et al., 2018; Porter et al.,
2020; Riggs, 2010; Rutter, 1986; Schlensog-Schuster et al., 2022;
Schneider et al., 2023; Schulze et al., 2022; Shapiro, 1998, 2009; Tschoeke
et al., 2020; Vanwoerden et al., 2021a; Yuan et al., 2023). Persistent inter-
fering and invalidating verbal and emotional interactions prevent the child
from learning how to autonomously process and correctly understand social
information (Kerr et al.,, 2021; Ryan, 2005). Fonagy and Bateman (2007)
state about BPD: “We consider that the impact of trauma is most likely to
be felt as part of a general failure of consideration of the child’s perspec-
tive through neglect, rejection, excessive control and unsupportiveness.”
Gunderson and Chu (1993) state: “We contend, however, that it is not the
trauma per se that results in BPD...but the gross disruptions of familial at-
tachments and the massive failure of adequate care and protection of the
child that results in distortions of normal character development.” Recent
studies of hospitalized borderline patients (Botsford & Renneberg, 2020)
and hospitalized adolescents with borderline pathology (Orme et al., 2019)
found diminished trust in parents and close others, additional findings that
should direct us to more extensive examination of developmental psycho-
logical harm. Liu et al. (2018) state “Emotional abuse has had considerably
less attention in both research and clinical practice than childhood sexual
and physical abuse...which might, in part, be due to the long-held view by
clinicians and researchers alike that it is the least damaging form of abuse
(see also Kanj et al., 2023). In contrast with this perception, the finding in
our analyses of the largest effect for this maltreatment subtype adds to
the accumulating evidence that its pathogenic effect is similar, if not larger
than, that of other subtypes in relation to several mental health outcomes”
(see also Baldwin et al., 2023; Dube et al., 2023; Schlensog-Schuster et al.,
2022; Fonagy et al., 2015; Lippard & Nemeroff, 2019; Messman-Moore &
Bhuptani, 2020; Porter et al., 2020; Riggs, 2010; Robin et al., 2021; Roepke
et al.,, 2013; Schlensog-Schuster et al., 2022; Schulze et al., 2022; Tschoeke
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et al., 2020.) These findings should not be surprising considering that the
daily, routine emotional/psychological engagement of the mind of the
caretaker with the developing mind of the child is the essential source of the
child’s working mind.

New research is necessary to more carefully investigate relatively
subtle yet persistent caretaking psychological interference with and absence
of support for learning how to autonomously feel about and understand
self and others, as well as degrees of affectionless control and emotional
neglect (Caspi & Moffit, 2018; Felitti et al., 1998; Fonagy, et al., 2015, 2016;
James et al., 2018; King & Suh, 2018; King et al., 2023; Linehan, 1993; Na-
tional Scientific Council on the Developing Child, 2012, 2014; Otani et al.,
2016; Paris, 2018; Parker, 1979; Porter et al., 2020; Riggs, 2010; Robin et
al., 2021; Robinson et al., 2013; Ryan, 2005; Schulze et al., 2022; Shapiro,
1998; Shonkoff et al., 2012; Skodol et al., 2019; Steele et al., 2019; Stepp,
2012; Tolpin & Kohut, 1980; Vachon et al., 2015; Vanwoerden et al., 20213;
Young et al., 2011; Yuan et al., 2023; Zanarini et al., 2019; Zweig - Frank &
Paris, 1991). Studies must include information from as many sources as pos-
sible, since any person involved can be subject to bias or ignorance, e.g. the
patient may not recall, understand, be in denial of, or untruthful about his/her
childhood experiences, while the parent may be unaware of, not understand,
be in denial of, or untruthful about ways she/he may have contributed to
developmental harm (Boucher et al., 2017; Franssens et al., 2021; Fresco,
1984; Ha et al., 2014; Kerr et al., 2020; Khouri et al., 2020; Penner et al.,
2019; Steele et al., 2019; Stepp et al., 2014a; Vanwoerden et al., 2017, 20213,
b). For instance, if a parent has had insufficient experience with sensitivity,
either within herself/himself or while engaging with others, she/he may not
have a necessary understanding of or empathy for, a sensitive, “difficult” pre-
borderline child, even though otherwise being a reasonably caring parent
with good intent (Fonagy et al., 2022; Nolte et al., 2023). New research
must also examine other caretaker temperaments and emotions, including
the ability to have and to maintain warmth and affection for a child re-
gardless of her/his behaviors. Contributing to the absence of such studies
is the continuing reluctance by researchers to examine possible parental
contributions to maldevelopment of a child’s mind (Cichetti & Toth, 1995).

Although there is voluminous documentation of very frequent abuse
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and neglect that provides pre-borderline children with disturbing social infor-
mation, there has been an argument against considering childhood adversity
as etiological for BPD because there is also evidence of childhood adversity
in other personality disorders, although generally to a considerably less
frequency or severity. This should not lead to dismissal but to more careful
search for specific kinds and severities of adverse childhood experiences that
are associated with specific disorders (Levin, 2019; Meehan et al., 2018b;
Normann-Eide et al., 2019; Ridolfi et al., 2020; Tschoeke et al., 2020;
Vanwoerden et al, 2019). In the case of BPD, it is particularly important to
look for persistent psychological adversities that contribute directly to im-
pairment of Theory of Mind development (Quek et al., 2018; Vanwoerden et
al.,, 2021b), as well as specific temperamental characteristics of both pre-
borderline children and their parents (see section F, Etiology).

2b: Alternate view that the impairments in processing social infor-
mation in BPD involve inborn neurobiological deficiencies: The evidence
for developmental harm in BPD is very strong, whereas evidence for inborn
neuropathological flaws contributing to BPD is very weak despite extensive
research. Neuroimaging, neurochemistry and genetic studies have resulted
in inconclusive findings, and there is not confirmation that any findings are
clearly harmful to development of the mind and also inborn, or whether they
play any role at all in the disorder (Amad et al., 2014; Crowell et al., 2009;
Distel & deMoor, 2018; First et al., 2018; Frances, 2016; Jasanoff, 2018; Kandel,
2019; Krause-Utz et al., 2018; Luyten, Fonagy & Campbell, 2023; Nasrallah,
2014; Pier et al., 2016; Skoldol et al., 2019; Weinberger, 2016). Nevertheless,
a general belief continues that inborn neurobiological deficiencies must
underlie BPD, and that research has provided confirmation. A contributing
factor may be that researchers of the brain have expertise in highly technical
fields, such as molecular biology, genetics and radiology, that can be difficult
to adequately understand in the absence of specialized education. This can
make it difficult for the reader to distinguish clearly pertinent and confirmed
findings from complex theory and conjecture (Dumas-Mallet & Gonon, 2020;
Lepore, 2023; Smith, 2023).

Efforts to identify behavioral and temperamental characteristics of
children suggestive of inherently flawed neurobiology that will likely progress
to BPD have also failed to produce clear findings (Goldman et al., 2013;
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Lofgren et al., 1991; Stepp et al., 2014). For instance, although poor impulse
control and emotion dysregulation in borderline patients have been attributed
to inborn deficits, children with these characteristics are most likely to be on
a path to ADHD or other disorders, rather than to BPD. On the other hand,
there is evidence of some comorbidity and symptom overlap of ADHD and
BPD (Akca et al., 2020, 2021; Calvo et al., 2020; Dietrich et al., 2021; O’Grady
& Hinshaw, 2023; Stepp et al., 2012; Tiger et al., 2022). Weiner et al. (2019)
state that “it is possible that ADHD symptoms in children, especially when
untreated, may increase the odds of severe negative childhood experiences,
and this in turn, may predispose to the development of BPD in adulthood
in a subgroup of individuals.” There is strong evidence that high sensitivity
is present in both pre-borderline children and borderline patients, and there
is the theory, without confirmation, that “interpersonal hypersensitivity”
and “rejection sensitivity” in borderline patients are signs of inherent neu-
robiological flaws (Gunderson, 2008, 2009; Oldham, 2009). This sensitivity
characteristic is examined extensively in the next section, with the conclusion
that the “unusual” sensitivity of the pre-borderline child is a normal character-
istic of enhanced Theory of Mind, providing exceptional vulnerability to just
moderate, or even mild, yet persistent psychological adversity.

There is evidence for heritability of about 55% in BPD, and this has
been cited as evidence of inherent neuropathology in BPD (Belsky et al.,
2013). However, evidence that there is heritability in a group does not by
itself identify anything about the heredity factors. It is well known that there
can be factors common to a selected group that are not in themselves a
source of a disorder, but that have become co-opted as useful “risk factors”
by an external causal agent (Dumas-Mallet & Gonon, 2020; Lewontin, 2000).
Such risk factors can be perfectly normal, and could even have evolved as
characteristics of evolutionary success. For instance, in the case of an
infectious disease we might find this kind of interaction between the
disease agent and some vulnerable risk factor within the person who
becomes diseased, such as when an element in a normal immune system
becomes captured by the disease agent to serve its requirements. Which is
the “cause” and which is the “risk factor”? In the case of the infectious dis-
ease we of course assign the cause to the external disease agent and not to
the otherwise normal immune system risk factor. It will be argued in Section F
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that the exceptional “Differential Susceptibility” of enhanced brain domains
for Theory of Mind is the neurobiological “risk factor” for BPD, and that
this enhancement of a normal and usually very beneficial faculty accounts
for the evidence of heritability.

Current response to treatment provides another strong indication
that the borderline patient’s impairments in processing social information
are not inherent. Although psychoanalysis and psychoanalytically-oriented
psychotherapy were unsuccessful during the discovery period, often result-
ing in symptomatic worsening, borderline patients now respond very well
to psychotherapy. Common features of current therapies are face-to-face
supportive and exploratory engagement with appropriate boundaries, and
guidance for learning how to tolerate stress, to self soothe, to be kinder
to themselves, and how to develop healthy mentalizing while observing
themselves in their interactions with others. This kind of engagement
has been surprisingly successful for borderline patients, who now generally
improve significantly over a very reasonable period of time. Remarkably,
the prior psychotherapy failures, involving severe transference and counter-
transference problems, have largely faded away. It can almost seem as if we
have a new and milder condition. However if there are inherent neurobiolog-
ical flaws underlying the disorder, the severity and duration of transference
and other behavioral and symptomatic disturbances should have been rather
independent of the psychotherapy method, at least for a considerably longer
period of time. Instead, the very timely improvements of current patients
gives considerable weight to the argument that the increasing self/other
disturbances of patients in the earlier psychotherapies involved deep distrust
and flawed attachment behaviors that had originated during defective child-
hood relationship experiences, and which had then persisted in the earlier,
psychoanalytically oriented therapies because they did not provide a clearly
positive, supportive and interactive patient/therapist engagement. Now that
patients are being provided with psychotherapy that more closely matches
their urgent requirement for a more secure interpersonal engagement, in-
cluding very supportive “coherence, consistency and continuity” (Stolorow,
Brandchaft & Atwood, 1983; see also Fonagy, Luyten & Bateman, 2017), they
are finally experiencing a timely diminution of the profound distrust, severe
symptomatology and confused efforts to influence and control.
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Current psychotherapy models for borderline patients involve neces-
sary elements of good parenting that are not that complicated. Considering
how quickly and how well these therapies can work, it would seem that
borderline patients must have reached adulthood in the absence of such par-
enting experiences. The following section explains how and why the natural
“Differential Susceptibility” of enhanced Theory of Mind brain domains leads
the “unusually sensitive” pre-borderline child (Goodman et al., 2010, 2013) to
engage with deficient parenting in the development of her/his own Theory of
Mind maldevelopment and associated symptomatology.
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Section F, Etiology - Borderline Personality Disorder is a Fully
Developmentally Engendered Disorder of Theory of Mind:
Differential Susceptibility of Theory of Mind Brain Domains and the
P-Factor; Enhanced ToM leads to the Exceptional Vulnerability of Highly
Sensitive Pre-Borderline Children, to the Heritability Evidence, and to the
Unique Paradoxical Symptomatology of BPD; Childhood Psychological/
Emotional Adversity is “Etiology” and the Differential Susceptibility of
Enhanced Theory of Mind is the Neurobiological “Risk Factor” for BPD.

Introduction:

Preceding sections have provided argument and evidence that
Borderline Personality Disorder is a disorder of the Social Intelligence faculty
for Theory of Mind (ToM), second, that Theory of Mind is only an informa-
tionally empty neurobiological potential at birth that requires an extensive
learning engagement with the childhood social environment to become a
working faculty, third, that Social Intelligence brain domains for Theory of
Mind are developmentally vulnerable to the nature of the childhood social
environment, fourth, that these brain domains are inherently enhanced in
pre-borderline children and are therefore exceptionally vulnerable to adverse
environments, and fifth, that everyday psychological adversity during the
development of the pre-borderline child’s Theory of Mind causes these brain
domains to develop very defectively.

In this Section the natural “Differential Susceptibility” of Theory of Mind
brain domains is further examined. This characteristic provides the necessary
flexibility for the child’s Theory of Mind to develop collaboratively with the
highly variable and complex human social environment, but paradoxically,
in an adverse social environment this collaborative flexibility leads to active
participation by these brain domains in their own developmental neuro-
pathology. The very high sensitivity of pre-borderline children markedly
increases this vulnerability to adversity. Key questions: What is Differential
Susceptibility and why must it be present as a natural characteristic of
Theory of Mind brain domains if this will also actively contribute to devel-
opmental failure in adverse developmental environments? What can we
learn about the high sensitivity of pre-borderline children and borderline
patients, and its developmental requirements? How can we determine
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if this sensitivity is a feature of enhanced Theory of Mind, rather than
a manifestation of inherently flawed neurobiology, providing an excep-
tional benefit in a healthy developmental social environment but also
an exceptional vulnerability to developmental impairment in an adverse
environment? What do we know about the parents of highly sensitive pre-
borderline children? Do they provide specific kinds of adverse commun-
ications and behaviors that directly impact Theory of Mind development, and
do highly sensitive pre-borderline children provide specific behaviors that can
elicit adverse parenting behaviors? Could highly sensitive pre-borderline
children actually require above average, enhanced parenting, and if this is
provided would they develop not only normal, but enhanced, ToM abilities?

The Argument:

There are two models to consider in examining the developmental
vulnerability of an organism to the nature of the environment. These are
the “Diathesis-Stress Model of Susceptibility to the Environment” and the
“Differential Susceptibility to Environmental Influences Model.” The classical
Diathesis-Stress Model (Zuckerman, 1999) covers developmental impair-
ments that occur when inborn limitations, predispositions or defects are
engaged by environmental stressors. These inherent vulnerabilities do not
interact differentially with variable environments, i.e. they are disadvanta-
geous in certain developmental environments, but there are no environments
in which they can be advantageous. This model fits many conditions and is
the commonly accepted model for Borderline Personality Disorder (Oldham,
2009; Paris, 2021). However, the model does not offer an understanding for
flexible inborn characteristics that will developmentally engage positively or
even exceptionally with many or most environments, but will also engage
very dysfunctionally with others that are incompatible with their require-
ments. The Differential Susceptibility to Environmental Influences Model
covers such “malleable” characteristics that have “developmental plasticity”
such that they will develop “differentially,” i.e.“for better or for worse,” de-
pending on the nature of the developmental environment with which they
interact (Belsky, 2013; Belsky & Pluess, 2009; Belsky et al., 2007; Ellis et
al., 2011; Leighton et al., 2017; Meyer & Lee, 2019; Rioux et al., 2018). The
Differential Susceptibility Model is labeled by Boyce as “Biological Sensi-
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tivity to Context Model” in order to emphasize that differentially susceptible
characteristics have developmental sensitivity and openness to the nature
of the environment (Boyce & Ellis, 2005; Boyce et al., 1995; Ellis & Boyce,
2008; Fonzo, 2019; Quas et al., 2004). This phenomenon occurs commonly
in the biological world, and the accepted explanation is that programming
for developmental plasticity provides the opportunity for survival and
evolutionary success while developing flexibly and collaboratively with
variable or changing environments, even though this can also provide
significant risk for developmental dysfunction or failure while engaging
flexibly with significantly mismatching environments (Moczek et al., 2011;
Pennisi, 2018; Pluess & Belsky, 2012; Wolpaw et al., 1991).

Are brain domains for Theory of Mind differentially susceptible to the
nature of the developmental social environment? As discussed in Section C,
Social Intelligence pathways for the Theory of Mind in the human brain have
the major function of obtaining and using social information for survival and
success in highly variable social environments. They must be very malleable
developmentally in order to enable a child to learn from and conform to almost
infinitely varying family and cultural environments, and this would include a
high degree of openness and sensitivity for perceiving, understanding and
collaboratively responding to complex and often subtle human social clues
(Gardner, 1983). It therefore seems quite certain that the development of brain
domains for Theory of Mind must involve high “biological sensitivity to con-
text.” The exceptional plasticity of this unique human intelligence for learning
from and adjusting to any developmental social environment encountered
has been labeled “polymorphously educable” by Princeton anthropologist
Ashley Montague (1989), and is one of the most remarkable and essential
characteristics of our highly social species. However, since this intelligence is
programmed to adapt to and conform with whatever social patterns and re-
quirements are encountered, it will also begin to engage flexibly with adverse
environments. Considering the histories of serious childhood adversity and
the severe Theory of Mind impairments in BPD, it is imperative to consider
this differential susceptibility scenario in examining the development of
Borderline Personality Disorder.

Fonagy (Fonagy, 2014; Fonagy et al., 2015, 2016, 2017) recommends
the term “Epistemic Trust” for a child’s natural openness to social informa-
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tion. He defines epistemic trust as “trust in the authenticity and personal
relevance of interpersonally transmitted knowledge. This describes an indi-
vidual’s openness to learning from another person, acquiring information, and
receiving and internalizing this new knowledge... The evolutionary purpose of
epistemic trust is to enable social learning in an ever-changing social and
cultural context by programming individuals to be very open for accessing
new knowledge from their social environment.” Fonagy also states: “Put
briefly, the theory of epistemic trust posits that the human infant - most
usually first within the context of early attachment relationships - is
instinctively inclined to develop openness to the reception of social
communications from their primary caretakers. Stated otherwise, epistemic
trust is an adaptation allowing the infant to receive social knowledge from...
the complex edifice of human knowledge that their immediate culture has
available to them.” This description of epistemic trust identifies it as a char-
acteristic of the differential susceptibility of brain domains for Theory of Mind,
providing a natural openness and vulnerability to learning from the develop-
mental social environment. Fonagy posits that epistemic trust is interrelated
in some way to a hypothetical, general neurobiological characteristic of the
normal human brain, the “p-factor” (general psychopathology factor), that
can render one vulnerable to experiencing epistemic “mistrust” and mental
illness. It has been proposed that this p-factor provides a “quantitatively
distributed, stable, generalized liability to develop any and all forms of psy-
chopathology across the life course” (Caspi & Moffit, 2018; Choate et al.,
2023; see also Caspi et al., 2014; McCabe et al. 2021). This statement can be
modified to apply to brain pathways for Theory of Mind, since they are dis-
tributed in all activities of the brain involved in development of the mind, and
their differential susceptibility is the p-factor, providing the inherent liability or
vulnerability for participating in their own developmental failure in significantly
mismatching social environments, leading to psychopathology. Of particular
interest, Fonagy et al. (2015) propose that epistemic “mistrust” i.e. impaired
Theory of Mind, can be an “adaptive consequence to the individual’s social
environment,” and he refers to the extensive literature on childhood maltreat-
ment in BPD (see also Fossati et al., 2016; Nolte et al., 2023; Shapiro, 2020).
Fonagy et al. (2017a) state: “Findings on maltreatment...indeed point the
way to understanding some of the mechanisms underlying the association
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between the p-factor and vulnerability to (severe) psychopathology.” He
suggests that inherent neurobiological factors could contribute to epistemic
mistrust in BPD, citing the argument for brain deficiencies that fit the dia-
thesis-stress model. However, his concepts about epistemic trust and the
p-factor, when identified as features of the differential susceptibility of normal
Theory of Mind brain domains to developmental neuropathology, eliminates a
necessity to assume inherent neurobiological deficiencies.

Hermes et al. (2018) propose a neurobiological “dual-process theory”
that can help to explain the progression from initial epistemic trust to “se-
lective trust,” such as epistemic mistrust. “Type | processes” are functional
shortly after birth, “operate fast, inflexibly, implicitly and automatically” and
are “phylogenetically more ancient.” “Type Il processes” are only potentials
that gradually develop “selective trust” over time. Operatively, they are “rela-
tively slow, flexible, and explicit. They depend on the availability of knowledge
and cognitive resources...both types of processes continue to coexist in a
person’s cognitive repertoire.” It is argued here that the Type | processes in
humans are characteristics of the Part-One general primate brain domains for
social perceptivity (see Section E). The Type Il processes are characteristics
of the Part-Two brain domains for Theory of Mind that gradually develop to
provide a learned cognitive ability to select whom to trust (see also Apperly &
Butterfill, 2009; Talia et al., 2021). Selective Trust becomes very dysfunctional
in an adverse developmental environment.

In summary, the human Social Intelligence faculty for Theory of Mind is
differentially susceptible during childhood development. This differential sus-
ceptibility is the p-factor, the natural, inherent vulnerability of brain domains
for Theory of Mind to participate in the development of their own neuro-
pathology. During a significantly adverse developmental learning experience
the initial epistemic trust gradually becomes infiltrated with learned epistemic
mistrust in response to interfering and invalidating communications. A child
then progresses to the complex social challenges of adolescence carrying
this very confusing and distressing combination of inherently programmed
motivation to trust and learn from others, and a very apprehensive, learned
mistrust of others.

Although the evidence is very strong that borderline patients have ex-
perienced a high degree of developmental adversity, the general differential
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susceptibility of Theory of Mind cannot, by itself, explain the severe, complex
and often paradoxical self/other symptomatology that uniquely identifies BPD.
Could there be other inherent neurobiological vulnerabilities that are unique
to BPD? For instance, inherently enhanced Theory of Mind would provide
a very high degree of epistemic trust, but it would also provide exceptional
vulnerability to developmental adversity. If this were the case in BPD, patients
with more severe symptomatology should also, paradoxically, exhibit greater
signs of enhanced Theory of Mind. It is interesting that Yeomans, Clarkin &
Kernberg (2015) report: “As a rule, the sicker the patient, the more prominent
is the patient’s transference in generating countertransference reactions.”
Gabbard (1993) also notes that clinicians have more countertransference
problems with more disturbed borderline patients.

Are there temperamental characteristics of borderline patients that
would suggest the presence of such an enhanced neurobiological vulner-
ability? Siever states: “The signature of borderline personality disorder is
the exquisite sensitivity to the vicissitudes of interpersonal relationships”
(Goodman et al., 2009). There are many references in the literature to high
“emotional sensitivity (ES)” in BPD, including “interpersonal hypersensitiv-
ity” and “rejection sensitivity” (Gunderson & Lyons-Ruth, 2008; Jeong et
al., 2022; Pietrzak et al., 2005; Staebler et al., 2011). The DSM-5 diagnostic
features section for BPD states “These individuals are very sensitive to en-
vironmental circumstances.” Since this sensitivity characteristic appears to
be very dysfunctional in BPD, it is considered to be the expression of an
inherent neurobiological flaw (Gunderson & Palmer, 2019), but the argument
presented here is that the sensitivity characteristic is a feature of the “high
sensitivity to context” (Boyce & Ellis, 2005) of enhanced Social Intelligence
that has become quite dysfunctional during development of the mind in an
adverse childhood social environment. (see also Robin et al., 2022 and Taylor
& Vestergaard, 2022). This impairment to the operation of Theory of Mind
can take full charge when the patient is stressed, particularly when anxiously
involved in vulnerable engagements with others. However, the underlying,
enhanced neurobiological Theory of Mind potential is retained, and enhanced
processing of social information can sometimes occur, particularly when a
patient is in a calm state of mind. The enhanced but impaired Theory of Mind
underlies the complex and often contradictory self and relationship charac-
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teristics and symptomatology of BPD.

Can the sensitivity observed in the adult borderline patient also be ob-
served in the pre-borderline child? Goodman et al., (2010) stated: “Surpris-
ingly little is known about the childhood and adolescent antecedents of adult
BPD” (see Belsky et al., 2012; Lyons-Ruth et al., 2013; Sharp & Vanwoerden,
2015; Steele et al., 2015; Stepp et al., 2016). However, high sensitivity should
be easily detectable. Goodman et al., (2010, 2013) carried out two excellent
studies in which surveys were administered to parents of borderline patients,
presenting them with questions about the childhood characteristics of their
BPD offspring and non-BPD siblings, with one study of pre-borderline
daughters and the other of pre-borderline sons. These two surveys covered
three developmental periods, infancy/ toddlerhood, childhood, and ado-
lescence. Some notable features characterizing the pre-borderline children
as early as infancy and toddlerhood were “unusual sensitivity” (defined as
“unusually stimulated and bothered by sensory or interpersonal stimuli”),
“moodiness,” “inability to self-soothe,” and “excessive separation anxiety.”
Such high sensitivity would likely involve exceptional vulnerability to feeling
insecure in adverse and unsupportive social environments, giving rise to
anxious attachment behaviors. Are the co-occurring inability to self-soothe,
moodiness, and excessive separation anxiety signs of failing efforts to
experience a secure attachment experience? Would a persisting failure to
achieve a successful attachment have any relationship to caretaker
communications and behaviors (Cervantes et al., 2023; Cicchetti & Toth,
1995; Fonagy et al., 2003; Riggs, 2010; Steel et al., 2015)? Would an en-
hanced degree of positive caretaker attention, warmth and support be
necessary for such a pre-borderline child to develop healthy Theory of Mind?
This crucial discovery by Goodman et al. of the pre-borderline child’s
exceptional sensitivity carries a strong indication for extensive exploration
of the everyday parent/child relationships in Borderline Personality Disorder
(see also Tedesco et al., 2023).

Subsequent to infancy and toddlerhood the exceptional sensitivity of
the pre-borderline children in the Goodman studies continues, and is also
demonstrated in adult borderline patients (Dubose & Linehan, 2005). During
childhood and adolescence other features gradually appear and become
prominent, including impulsivity, acting out, relationship difficulties, and
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self-harm. Increasing symptomatology emerging by early adolescence may
well reflect a persisting failure to have the successful attachment experience
that is necessary for developing self/other competence, while at the same time
there are increasingly complex self and interpersonal challenges. Sharp et al.
(2018, 2021) present convincing argument that the period of adolescence is
a “sensitive period” during which “an agentic self-determining author of the
self emerges... The monumental achievement of developing an agentic,
self-determining author of the self during adolescence is offset by the
significant vulnerability associated with failure of achieving such
integration, consolidation and coherence” (See also Sharp, 2020; Sharp
& Wall, 2021; Sharp et al., 2020, 2021). There is now firm evidence that
borderline symptomatology can be present by age 11 or even earlier
(Franssens et al., 2021; Chanen et al., 2022; Tedesco et al., 2023), and
that this can progress to full BPD before adulthood is reached (Choi-Kain
& Sharp, 2021; Wertz et al., 2019). For many years borderline symtomatol-
ogy in adolescence was considered to often be an elevated level of
general adolescent development (Chanen et al., 2022). However, Sharp
and Wall (2018) found that “There is mounting evidence that personality
pathology, in particular, borderline pathology, is a valid and reliable con-
struct in adolescence, with prevalence, phenomenology, stability and
risk factors similar to that of adult personality disorder.” Sharp’s ground-
breaking work firmly establishes that Borderline Personality Disorder can
have its symptomatic beginnings by very early adolescence and gradually
progresses to the full disorder during later adolescence and early adulthood,
with response to treatment in line with that of adult patients (Sharp et al.,
2021 b). It is argued here that the underlying neuropathology of Theory
of Mind brain develops progressively during the childhood social exper-
ience, and the symptomology then emerges with the failure to develop
an “agentic self-determining author of the self” during the major social
challenges of adolescence.

Lazarus et al. (2019) carried out a study that examined the association
of borderline symptomatology in 15 to 19-year-old adolescent girls with
characteristics of their romantic relationships. Greater borderline symptom-
atology was associated with more dating partners, higher self-reports of the
importance of these relationships, higher relational insecurity, and higher be-
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lief in romantic partner support. However, higher belief in partner support also
predicted increases of BPD symptoms over time. Considering the extensive
evidence of caretaking adversity in BPD, an explanation for this paradox can
be that girls with higher borderline symptomatology are following a develop-
mentally flawed attachment model involving intense, unresolved attachment
needs, and an urgency to find and commit quickly to an intimate relationship.
The frequency of dating partners suggests a frequency of relationship failures
that would then contribute to further increases in symptomatology. Another
study by Penner et al. (2019), involving younger adolescent females who
were hospitalized with BPD, found riskier attitudes and perceived peer norms
about sexual behaviors, and lower self-efficacy to refuse sex, as compared
to inpatient females without BPD. However, there were not significant differ-
ences in actual risky sexual behaviors. This is compatible with the concept
of increasing romantic relationship difficulties beginning in early adolescence
and followed later by the more sexually active and failing romantic relation-
ships found in the Lazarus et al. study.

Do the pre-borderline children persist during adolescence in a con-
tinuing search for an unmet primary attachment learning experience by
unwittingly attaching themselves romantically to individuals who have some
problematical personality characteristics and behaviors similar to those of the
parents, as well as interacting with others as if they do (Allen et al., 2011; Cic-
chetti & Toth, 1995; Hepp et al., 2018; Jeung et al., 2020; Pickard, 2015; Riggs,
2010; Shapiro, 1992, 1998, 2009, 2020; Vestergaard et al., 2020; Wilkinson
& Gabbard, 1993)? The differential susceptibility of Theory of Mind can pro-
vide an explanation for such a paradoxical scenario, in that the programmed
epistemic trust of the pre-borderline child engages with the parent’s adverse
personality characteristics and behaviors to develop an imprinted but flawed
attachment model that then persists into adulthood in spite of continuing re-
lationship failures (see also “Epistemic Style” in Talia et al., 2021). A patient’s
unusual story suggests such an attachment model. Her father sexually mol-
ested her from a very early age and had made her his regular sexual partner
from the age of 8 to 16 years, with the silent acquiescence of the mother.
The patient was led to believe this was fine, although she worried
a little about the strict rule to not speak of this to others. At 16 she learned
this was “terribly wrong,” and she left home carrying a great deal of anger.
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Years later she still had the gun she had purchased when her father married
his second wife, just in case they had a daughter who could be sexually abused.
She had vowed to herself to find a man completely different from her father,
and she married a very nice man whom she found to be extremely boring. She
stayed with him until their child finished high school, and she subsequently
met a “wonderful”, outgoing, handsome businessman. They married only 3
months after their first meeting. The marriage was very successful for about
two years, but then she discovered he was having sexual encounters with
other women. During marital counseling he revealed that his mother was a
prostitute and that he was raised essentially in a brothel. There is an unusual
ending to this story in that, although this man was behaviorally somewhat like
her father, he was much more capable of warmth, sensitivity and empathy, and
after a considerable period of individual and marital therapy they became
close again, moved back together and started a new business together.

Interestingly, the sexual abuse itself did not appear to be a central issue
in this patient’s Theory of Mind difficulties. When questioned about her expe-
rience of routine incest throughout childhood and adolescence until the age
of sixteen, she reported that she did not experience it as abnormal because
her parents created an atmosphere of complete normality about it. She as-
sumed that the rule not to talk about sex with others was a general social
rule. She said that she had always enjoyed sex and that she had no problems
with sexuality itself. All of her problems appeared when she discovered that
the parental guidance about sex and sexual behaviors had not only been
very incorrect but that it had been totally bizarre, evil and extremely against
social rules. She subsequently married inappropriate partners as a result
of this flawed learning experience. This is a good example aligned with
the argument presented here that routine, harmful psychological/emotional
experiences are key to the development theory of mind flaws, with physical/
sexual abuse providing a participating role (see also Kanj et al., 2023).

The task of learning about self and others begins with the infant’s initial
contact with a human being, and each stage of subsequent social devel-
opment requires further self/other learning in increasingly complex social
situations. New learning is helped or hindered by what has been learned,
mis-learned or not learned during prior experiences, and a very “gradual
etiology” of BPD can be developing continuously during self/other mislearn-
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ing throughout infancy, childhood and adolescence (Allen, 2003; Hughes
et al., 2012; Lyons-Ruth & Brumariu, 2020; Masland & Hooley, 2020; Talia
et al., 2021). This lengthy etiology scenario strongly suggests that the best
interventions would be the earliest interventions (Brody & Mills, 1997; Chanen
et al,, 2017, 2021, 2022; Choi-Kain & Sharp, 2021; Cicchetti & Toth, 1995;
Franssens et al., 2021; King et al., 2023; Schmeck et al., 2022; Sharp et
al., 2021, 2021a). The notable “rejection sensitivity” of the adult borderline
patient would then be the result of persistently failing relationship experienc-
es that have accumulated into adulthood (Pietrzak, Downey & Ayduk, 2005;
Sturrock & Mellor, 2014). In therapy, the borderline patient might understand
guidelines for her/him to be open and trusting with an experienced mentor,
but this vulnerable setting for trust can resonate strongly with the childhood
caretaking experience, and with all the prior interpersonal failures, even
though it seems to offer a new opportunity for a secure attachment experi-
ence. Despite this apprehension, borderline patients can be quite aware that
they nevertheless require help for their troubling self/other problems and that
they must take the chance of engaging vulnerably with someone (Zanarini et
al., 2016). This combination of high sensitivity to others, urgency to personal-
ly connect with someone, and a painfully learned expectation to experience
relationship failure, could quite understandably lead to the characteristic
“rejection sensitivity” and “hypermentalizing” that occurs in the context of
engaging in a psychotherapeutic relationship. At the same time, the patient’s
distrust of the clinician can evoke adverse responses by the clinician. There is
also a likelihood that the patient’s dysfunctional Theory of Mind may actually
have involved a somewhat appropriate working model for engaging with an
adverse caretaking environment. This would add further to the patient’s dif-
ficulties processing and understanding social information in the social world
beyond the family social environment.

It is most important to replicate the Goodman findings, with the addition
of careful examination of the psychological characteristics of, and the
everyday communications and behaviors by, the caretakers (Cervantes et
al., 2023; Cicchetti & Toth, 1995; Das & Sarkar, 2023; Fonagy et al., 2003;
Riggs, 2010; Robin et al., 2022; Ryan, 2005; Schlensog-Schuster et al., 2022;
Steele et al., 2015). The Goodman studies did not include pertinent inquiry
about either the parents’ routine behaviors toward the pre-borderline children
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or their reactions to the children’s needy behaviors. Also, the patients were
not carefully interviewed about their own views of the parenting experience
(Franssens et al., 2021). What were the patients’ memories about their child-
hoods, particularly the experience of having been identified as “unusually
sensitive”? Were the parents in the Goodman studies largely in the audi-
ence observing the child’s behaviors, or were they actively on the life stage
with the child, acting in the role of mentors and guides, and thereby having
interactions with the increasingly problematic behaviors (Lyons-Ruth et al.,
2015; Quek et al., 2018; Vanwoerden et al., 2021b)? Did they provide love,
warmth, parent-child physical proximity and emotional closeness at a level
comparable to that provided to the siblings, and did they find any appealing
characteristics in the pre-borderline children (Barnett et al., 2021; Kerr et al.,
2020; Ridolfi et al., 2020)? Lyons-Ruth et al. (2013) found strong evidence
that “maternal withdrawal in infancy predicts both borderline symptoms in
general and suicidality/self-injury in particular, almost 20 years later.” Did the
parents have competent mentalizing abilities (Allen et al., 2011; Fonagy et
al., 2003, 2022; Nolte et al., 2023; Sharp et al., 2020)? Did they consider
that every child is born with its own emerging personality characteristics,
and that the way these characteristics play out might depend to a significant
degree on the caretaking experience? For instance, did the high behavioral
reactivity of the sensitive pre-borderline child suggest to the parent that this
child might require increased efforts to understand her/his needs and feel-
ings, along with increased patience, reassurance, and comforting, or was the
“unusual” sensitivity identified by parents who were not particularly familiar
with sensitivity characteristics and behaviors, and who therefore might have
found them unpleasantly foreign in a troublesome sense rather than eliciting
any sense of familiarity or understanding (Brumariu et al., 2020; Khouri, 2020;
Ryan, 2005)? Were sufficient degrees of psychological freedom allowed for
the child to naturally learn about self and others (Bowlby, 1988; Fonagy et
al., 2015; Kohut, 1979; Nolte et al., 2023; Sharp & Fonagy, 2018), or were
parents “overprotective” in a restrictive sense, limiting a necessary degree
of behavioral and mental autonomy, either because of their own beliefs or in
reaction to the child’s behavioral challenges (Levy, 2005; Ryan, 2005; Sharp
& Kim, 2015; Vanwoerden et al., 2021b; Zweig-Frank & Paris, 1991)? Did
the parents understand that learning is a two-way street in which children
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learn about the social world from parents while at the same time the parents
learn about who the child is temperamentally, or did the parents assume
that the child’s mind should present as more of a blank slate, and that tem-
peramental characteristics are not something to be owned by a child but
instead are factors to set aside or eliminated during a correct learning expe-
rience (Penner et al., 2019)? Were there routine invalidating and/or interfering
communications (Linehan, 1993) directed to the child’s natural experiences
and communications of thoughts and feelings? Would such adversity have
to be severe to result in borderline symptomatology, or could mild but
everyday psychological adversity gradually bring about serious psycho-
patholgy in highly sensitive children? In addition to direct parent to child
influences, what was the nature of parent to parent everyday communi-
cations and behaviors that the children were observing and experiencing?

Did the parents in the Goodman study nevertheless provide enough
positive parenting behaviors that there should have been a reasonably secure
attachment experience (Franssens et al, 2021; Valadez et al., 2020)? For in-
stance, did the unusually sensitive children experience sufficient acceptance
and love despite parental stress about and discomfort with their behaviors,
or did they learn to feel flawed and unlovable during an insecure attachment
experience (Bo et al., 2017; Crowell et al., 2009; DeWolff & van ljizendoorn,
1997; Dixon-Gordon et al., 2020; Fonagy et al., 2003; Gambin, et al., 2020;
Khoury et al., 2020; Linehan, 1993; Steele et al., 2015; Stepp et al., 2016;
Stone, 2019)? Agrawal et al. (2004) reviewed 13 empirical studies of at-
tachment in BPD and found that all of these studies demonstrated a strong
association between BPD and insecure attachment. They state, “Because
the insecure attachments of borderline patients are so manifest, so central to
the problems that they present for treatment, and so central to theories about
the pathogenesis of BPD, the empirical examination of these attachments
has considerable clinical and theoretical significance.”

Could the highly sensitive pre-borderline child have actually required
an above average level of supportive caretaking to establish a good
attachment experience? Suomi’s remarkable study of Rhesus monkeys is
highly suggestive that enhanced nurturing characteristics may be necessary
to assure fully successful social development of sensitive children. Stephen
J. Suomi, Ph.D. is Chief of the Laboratory of Comparative Ethology at NIH
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and Professor at the University of Wisconsin and other universities.
His classic study of Rhesus monkeys (1991a) provides fascinating findings
that align with four concepts examined here: first, childhood development
of a working Social Intelligence is differentially susceptible to the nature of
the developmental social environment, i.e., biologically sensitive to context,
second, high sensitivity to the social environment is a feature of enhanced
Social Intelligence rather than flawed neurobiology, third, enhanced Social
Intelligence is associated with exceptional vulnerability to the nature of the
developmental environment, along with heightened attachment behaviors,
and fourth, certain enhanced caretaking features could be necessary for
successful social development of highly sensitive offspring. Suomi selectively
bred Rhesus monkeys to be “high reactive” to their environment. The Infant
monkeys were highly sensitive to their social environment and “react to brief
social separations with unusually high cortical and ACTH elevations, exagger-
ated noradrenaline turnover, and much more ‘depressive’ behavioral reactions
than the other mother-reared subjects,” and they “display extreme behavioral
and physiological reactions in other novel and/or challenging settings.” They
maintained an anxious and fearful interactive pattern with other monkeys
throughout development, reaching a very marginal adult social adjustment
at the bottom of their peer group hierarchy. However, when these apparently
inherently flawed “high reactive” monkeys were raised by very nurturing
foster mothers who exhibited no or minimal dicomfort in response to their
anxious behaviors, they soon became quite stable and grew to be
exceptionally socially skilled adults who were not only perfectly normal
but who, very paradoxically, became the dominant members of their
adult peer groups!!! The nurturing foster mothers were identified as
“especially protective and supportive of their infants’ exploratory
efforts, and much less punitive and rejecting during weaning than the
norm for the species.”

It appears that Rhesus monkeys have some precursor characteristics
of Theory of Mind. When these are enhanced, a distinctly supportive and
protective attachment and learning experience is necessary for these mon-
keys to develop successfully. When this requirement is not met, they become
anxious, fearful and very socially impaired adults, but when it is met they
develop enhanced social skills. Suomi (2000) states that the “high reactivity
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may be an advantage when raised in the appropriate context.” Analogously,
Sharp and Kim (2015) suggest differential susceptibility in BPD, stating that
the “greater sensitivity to negative environmental perturbations” of borderline
patients may be a characteristic of “genetic vulnerability” that is “also likely
to increase the potential to benefit from positive experiences under normal
circumstances.” Amad et al. (2014) conducted a systematic review of the
literature about the genetics of BPD. They found that although there is high
heritability in BPD, there has been no identification of “susceptibility genes.”
They suggest a “paradigm shift” to search instead for “plasticity genes” that
can interact with adverse childhood environments to result in BPD but that
can also interact with “supportive and enriching” environments to result in
“other or no psychopathology.” Similarly Boucher et al. (2017) cite “plasticity
genes...making one vulnerable to only negative outcomes,” but that could
also “react significantly more positively to adequate parental care.” The
Rioux, Sequin & Paris paper (2018) titled “Differential susceptibility to the
environment and borderline personality disorder” states: “Less attention has
been paid to the possibility that higher levels of emotional reactivity, which
is likely at the root of emotional dysregulation, can sometimes be helpful
and adaptive.”

It is argued here that the “high reactivity” of the rhesus monkeys and
the “unusual sensitivity” of the Goodman pre-borderline children are both
characteristics of enhanced, differentially susceptible Social Intelligence that
provides exceptional vulnerability to the nature of the developmental social
environment. Although the sensitivity and reactivity are features of neurobi-
ological enhancement for social learning, these characteristics can become
dysfunctional in mismatching developmental social environments, leading to
the expectation that all social encounters and relationships are likely to be
or become harmful. The finding that the high reactive monkeys develop to
be socially defective unless nurtured by enhanced parenting strongly sug-
gests the likelihood that the greater the sensitivity of a human child, the more
sensitive the parenting should be to assure successful development of self/
other faculties (Rioux et al., 2018; Valadez et al., 2020). In an editorial in the
journal, Clinical Child Psychology and Psychiatry (2013), Kennedy states that
the “idea that a group of children can be identified with underlying neurobio-
logical sensitivity that can lead to bidirectional outcomes for ‘better or worse’
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challenges the more prevalent ‘dual risk’ or ‘stress diathesis’ paradigm,
i.e., that vulnerability and stress interact to produce adverse outcomes...
Neurobiologically sensitive and reactive children are designated ‘orchid’
children in their capacity to develop beautifully given sensitive nurturance
alongside their tendency to develop adverse developmental outcomes in
less than optimal environmental conditions.” Results of the Suomi study also
serve to remind us that a parent/child temperamental mismatch could be the
source of Theory of Mind impairment even when neither the parenting nor the
child’s behaviors and neurobiology are defective in themselves. Graybar and
Boutilier (2002) state: “The goodness-of-fit literature considers the disparity
between the demands of a child and the capacities of the environment to
adequately meet these demands. When the disparity between the needs
of the child and the capacity of the parents is too great, family dysfunction
and psychological distress occur” (see also Garner & Yogman, 2021). An
underlying goodness-of-fit disparity in BPD may well be the pre-borderline
child’s elevated Theory of Mind, and the parent’s average or lower Theory of
Mind (Shai et al., 2022; Vanwoerden et al., 2021b). The results of the Suomi
study also suggest that parenting failures with pre-borderline children may be
largely due to the absence of good sources for parents to learn how to raise
very sensitive, needy children. The study additionally indicates that neces-
sary parental communications for healthy development of a working Social
Intelligence are not only the verbal communications, which monkeys are
incapable of providing, but are also, and perhaps even more important, the
non-verbal empathy and warm fostering of the comfort, security and auton-
omous learning of the child beginning in infancy, well before language inter-
change is established (Kohut & Wolf, 1979). The critical importance of early
non-verbal communications is suggested by a study of “Kangaroo Mother
Care,” inwhich parents of low-birth-weightinfants were directed toimmediately
begin providing a high degree of long-term, skin-to-skin contact and exclusive
breast feeding (Charpak et al, 2017; see also Barnett et al., 2021). Twenty-
year follow-up studies showed that significantly fewer of these subjects were
hyperactive, aggressive, or impulsive compared to controls, and they also
were found to have somewhat larger brains and had better jobs.

The concept that inborn neurobiological factors provide a child with
inherent resilience in the face of adversity has received considerable
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attention (Fonagy et al., 2016). It is quite interesting that Suomi’s monkeys
were born without any evidence of inherent resilience in the face of adversity,
yet they were able to gain remarkable resilience during a specific supportive
child/caretaker relationship. These findings strongly suggest a likelihood
that the most important source of resilience in humans may not be the
inborn toughness observed in many animals, but is instead the experienced
tenderness (Boyce, 2019; Fonagy et al., 2022; Garner & Yogman, 2021).
The significance of the caretaking contribution to the development of
resilience is demonstrated in Werner’s longitudinal study (1989) of 545
individuals from birth to age 32. All of the children who managed
to be resilient in spite of a combination of perinatal distress, family
poverty, and family discord or parental mental iliness, had “a close bond
with at least one caretaker from whom they received plenty of positive
attention during the first year of life,” i.e. the intimate relationship
of the infant with a nurturing caretaker provided a learned resilience that
delivered relative invulnerability even in exceptionally adverse develop-
mental environments (see also Cohen et al., 2020).

How often do the personality characteristics and behaviors of highly
sensitive pre-borderline children engender significant disapproval, irritability
or dislike in parents, perhaps somewhat analogous to negative reactions
of some clinicians to borderline patients? This is another “paradox” of the
borderline story, in that the child may require enhanced parenting behaviors
of warmth, soothing and patience, and yet the child’s needy behaviors and
temperamental characteristics can instead elicit rejecting and other adverse
parenting behaviors (Crowell et al., 2009; Dixon-Gordon et al., 2020; Frans-
sens et al., 2021; Linehan, 1993; Ryan, 2005; Sharp & Fonagy, 2008b; Steele
et al., 2015; Valadez et al., 2020). In a vicious cycle these adverse parenting
behaviors can then intensify the child’s “troublesome” behaviors, further
alienating the parent (see also Lyons-Ruth et al., 2015). In his book “Fatal
Pauses” (2015), Stuart Yudofsky, past Chairman of the Menninger Depart-
ment of Psychiatry and Behavioral Sciences at Baylor College of Medicine,
provides an interesting report of a patient, “Eleanor,” whose disorder involved
developmental dynamics similar to those proposed here, i.e. enhanced Social
Intelligence with developmental interference and invalidation, and with pa-
rental discomfort with and dislike of her personality characteristics. She was
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a Harvard sophomore who had been referred to Yudofsky with a diagnosis
of Anorexia, but he found that her “childhood trauma was nearly identical to
many people with Borderline Personality Disorder.” Eleanor was highly intel-
ligent and sensitive, and she had an “innate, gifted” ability to perceive “cog-
nitions and feelings of others,” which Yudofsky labeled “supermentalizing”
(a contrast to “hypermentalizing”). These characteristics were risk factors for
disapproval, dislike and abuse by her controlling and invalidating mother. She
was fortunate to have a father who provided genuine love and acceptance,
although he was unable to protect her from her mother’s adverse behaviors.
Yudofsky refers to parents who are uncomfortable with a child who can
“seem to read minds and feelings” because they “feel as if their boundaries
are constantly being violated.” He believes that such gifted children have no
escape from this predicament since they “can’t help what they are so clearly
perceiving any more than they can be willing to turn on and off their vision or
hearing without blindfolds or earplugs. In the case of supermentalizing, how-
ever, blockade of their special sensibilities would require general anesthesia.”
With regard to Eleanor’s mother, it is interesting that Kernberg (1975) lists two
notable characteristics of pathological narcissism as “remarkable absence of
interest in and empathy for others” and “remarkably intense envy of other
people who seem to have things they do not have or who simply seem to en-
joy their lives... | stress the presence of chronic, intense envy, and defenses
against such envy, particularly devaluation, omnipotent control, and narcis-
sistic withdrawal, as major characteristics of emotional life.” This appears to
be a perfect mismatch for a sensitive child, i.e. a parent who both dislikes and
is envious of the child’s inherent nature. There are well-documented findings
that perfectly normal children who have enhanced intellectual, musical or
other intelligence can develop serious problems as a result of envious or
other negative reactions by others, and who can even be “at special risk for
being tagged with an inappropriate diagnosis of mental disorder” (Frances,
2013b; see also Brody & Mills, 1997). This kind of situation is described by
Andrew Solomon in his National Book Award-winning book, “Far from the
Tree: Parents, Children and the Search for Identity” (2012). Much of the book
is about children with disabilities, but in the lengthy “Prodigies” section he
states “Pity impedes the dignity of disabled people; resentment is a parallel
obstacle for people with enormous talent. The pity and the resentment alike
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are manifestations of our fear of people who are radically different.” Studies
of caretaker personality characteristics and behaviors could provide informa-
tion about such parent/ child scenarios in cases of BPD. The Johns Hopkins
Center for Talented Youth (CTY), SENG (Supporting Emotional Needs of the
Gifted), The Child Mind Institute, and The Stanford Neurodiversity Project,
provide advice for working with “Twice Exceptional” or “2E” children, i.e.
children with enhanced mental abilities and talents who also have vulner-
abilities such as Dyslexia and ADHD (Brody & Mills, 1997; Dare & Nowicki,
2015). They have not yet provided significant advice for working with children
who have vulnerabilities that are inherent to their enhanced mental abilities
such as sensitive pre-borderline children (Aron, 2015; Baryla-Matejczuk et al.,
2020; see also Taylor & Vestergaard, 2022).

Are there other mental disorders or states that involve high sensitiv-
ity? Individuals with Social Anxiety (SA) and Social Anxiety Disorder (SAD)
also demonstrate sensitivity to others, with hypermentalizing apprehension
that they will be assessed negatively. In a recent study of 113 young adults
with SAD, Ballespi et al. (2019) found that hypermentalizing “was associ-
ated to SAD only when it was self-referential,” i.e., when the person was
involved in an uncertain social situation in which she/he was personally
engaged. The authors conclude that the hypermentalizing is “not stable but
is context-dependent,” which “suggests that people with SAD can show
adequate mentalizing capacity” when not experiencing interpersonal stress.
Such context-dependent impairment in mentalizing about others has now
been observed in both BPD and SAD. Weinbrecht et al. (2020) carried out a
study examining individuals with BPD, SAD and normal controls. Self-report
questionnaires revealed that both the borderline and social anxiety groups
demonstrated high apprehension of both positive and negative evaluations
by others, along with high rejection sensitivity and social anxiety. The scores
of the two groups did not differ significantly from each other, but they both
differed significantly from the controls. The two groups also demonstrated
higher scores than controls in a test measuring “BPD specific cognitions.”
Childhood adversity has been found to be a risk factor for both Social Anxiety
Disorder and BPD. Could BPD and SAD be disorders in a continuum, in which
there is a higher level of sensitivity and more severe caretaking psychological
adversity in BPD?
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What do we really know about the characteristic of “sensitivity”
in BPD? What can we learn from the general literature about “The Highly

Sensitive Child”?

Observation that a borderline patient is highly sensitive introduces
us to a behavior but doesn’t tell us what we really need to know about it
(Hartmann, 1991; Lo, 2018; Pluess, et al., 2023; Wall et al., 2018). Should
we continue to assume that there is simply a defective characteristic of
“too” sensitive in borderline patients, or is there much more to learn? It is
estimated that 20% to 30% of people in the general population are very
sensitive to their environment (Lionetti et al., 2019). Is this general sensitivity
characteristic comparable to the sensitivity of borderline patients? Sensi-
tivity, along with ADHD, is often identified as a characteristic of “difficult”
children (Baryla-Matejczuk et al., 2020; Lionetti et al., 2019). We know
that sensitive children can be very reactive and susceptible to behaviors
of parents as well as to their own discomforts, that they can cry easily but
can also respond quickly to a smile, and that their neediness and sudden
emotional changes can be bewildering and frustrating, especially for new
parents. The “Sensitive Child” is a subject of novels and other literature, in
which the sensitivity is often considered a harbinger of personality breadth
and depth. Writers such as Dickens have understood that talents underlying
sensitivity may not be recognized by others but instead the child can be seen
as weak and/or irritating, with boys frequently subjected to bullying (Boyce,
2019). Could the sensitivity of the borderline patient be on a continuum
with this sensitivity described in the literature, but involving a particularly
high degree of developmental harm to this feature? Biographies of excep-
tionally talented artists who also had mental illnesses have described both
sensitivity and adverse childhood histories (de Lima Martins & Chagas, 2022;
Jamison, 2017; Miller, 1983; Storr, 1988; Thomson & Jaque, 2018), suggesting
the dynamic described here for BPD. There are popular theories that the
mental illnesses contributed to their artistic creativity or that artistic genius by
itself can provide vulnerability to mental iliness, but these theories do not take
into account that it may be the inherent vulnerability to developmental adver-
sity of enhanced Social Intelligence of these artists, rather than the artistic
talent itself, that is the characteristic directly associated with mental iliness.
Kay Jamison, Professor of Psychiatry at Johns Hopkins University and Hon-
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orary Professor of English at St. Andrews, published an excellent biography
of Robert Lowell (2017), a gifted but troubled poet who had bipolar illness
involving dramatic manic episodes followed by severe depressions. Jamison
found that Lowell’s poetic creativity and productivity increased when he was
manic, which suggests a direct link between artistic creativity and mental
illness. However, Lowell had been a sensitive child who grew up in a toxic,
controlling and invalidating caretaker environment. Lippard and Nemeroff
(2019) cite the accumulating evidence of a “link between childhood maltreat-
ment and disease onset and course in bipolar disorder.” It may be that the
heightened artistic creativity during Lowell’s manic states involved sudden,
uncontrolled release of autonomous and creative thoughts and feelings from
chronic, developmentally imposed constraints, but then this exciting state
continued to progress out of control because there was absence of a learned
supervisory sense of self. Manic episodes were then followed by severe
depressions, perhaps at least partly because the manicky release of inner
freedom was experienced as a guilty betrayal of harsh childhood maxims.

Necessary Theory of Mind Research:

This monograph presents an extensive argument that the natural
Differential Susceptibility of enhanced Theory of Mind brain domains provides
the inherent neurobiological risk factor for the development of BPD. Figure 1 is
an outline for the argument. Is this new theory fiction or is it reality? There
are two kinds of research that should be of particular help in identifying a
differentially susceptible neurobiological faculty underlying both healthy
and defective development of the human social mind. The first kind of
research would be further investigation of the nature and timing of caretak-
ing influences and child responses during development of Theory of Mind
(Cichetti & Toth, 1995; Herman et al., 1989; Lyons-Ruth et al., 2013; O’Grady
& Hinshaw, 2023; Riggs, 2020; Robin et al., 2022; Steele et al., 2015; Vanwo-
erden et al., 2021b). It is particularly important to carefully examine caretaker
personality characteristics, and routine communications and behaviors over
time, beginning as early in the child’s life as possible since there is evidence
that caretaking limitations and adversities during infancy and early childhood
can result in particularly enduring harm to sense of self and ability to achieve
intimacy with others (Boucher et al., 2017; Brumariu et al., 2020; Fonzo, 2019;
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Figure 1: Differential Susceptibility of Enhanced Theory of Mind and its role in the
development of Borderline Personality Disorder

Johnson al., 1992; Kalin, 2020; King et al., 2023; Luby, 2020; Levy, 2005; Levy
et al., 2015; Lyons-Ruth et al., 2013; Quek et al., 2018; Riggs, 2020; Rosen-
berg et al.,1992; Shapiro, 1978; Stepp, et al., 2014b; Suomi, 1991b; Valadez,
2020). Considering that the borderline condition could sometimes be engen-
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dered when neither the parent’s nor the child’s personality characteristics are
clearly problematical in themselves, and that both could even be consid-
ered within the range of “normal” although harmful in combination, this
research must be very carefully planned and carried out. We argue that
neither the characteristics of parenting nor the child’s inherent neurobiol-
ogy can by themselves separately explain BPD. The key is the interaction
between parental ignorance of how to work with a highly sensitive child,
and the child’s initial absence of a working Theory of Mind faculty that
could provide some self-guidance. Research can benefit from inclusion
of patients and parents as acknowledged members of the research team
(Ardito & Rabellino, 2011; Bo et al.,, 2022; Tusiani-Eng & Tusiani, 2018;
Woodbridge et al., 2023). Patients and researchers with a personal history
of having BPD would be particularly helpful as co-investigators since they
have the minds that are under study (Chanen et al., 2017; Gabbard, 2018;
Jamison, 2023; Kimhy et al., 2022; McAdams, 2018; Mehran et al., 2018;
Park & Covi, 1965; Park et al., 1966, 1967; Tedesco et al., 2023; Wall et al., 2018;
Young et al., 2011). Research collaboration with pediatricians to follow the
course of sensitive children and their parents over time can also provide an
opportunity to elucidate child and caretaker characteristics and interactions.
Research that examines caretaker verbal, temperamental and behav-
ioral involvement in a child’s psychological maldevelopment can be difficult
to initiate considering the general discomfort and reluctance about investi-
gating parenting as a possible source of mental illness. It is most important
to be mindful about the “blame” debate over who carries responsibility for
the occurrence of mental iliness (Kerr et al., 2021; Pickard, 2013, 2014). At
the American Psychiatric Association Annual Meeting in May 2016, Gabbard
cautioned that we do not want to return to blaming mothers for BPD, as was
the story of the “schizophrenogenic mother” and the “refrigerator mother”
of autism. It was a serious error to blame parenting flaws as the source of
Schizophrenia and Autism, and we may now be making a serious over-
corrective error in “blaming” the child’s inherently flawed neurobiology as
providing the source for BPD, in the absence of carefully examining the
match between parenting characteristics and the child’s developmental
requirements and behavioral challenges (Gabbard & Crisp, 2018; Graybar &
Boutilier, 2002; Johnston, 2013; Quek et al., 2018). Regardless of the child’s
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challenges, it is nevertheless the full responsibility of parents to search for
resolution since children are the innocents, just as it is the full responsibility
of the therapist to find a way to develop a positive relationship with bor-
derline patients regardless of their challenging behaviors (Schneider et al.,
2023).Pickard’s “responsibility without blame” concept (2013, 2014) provides
excellent guidelines pertinent to tactfully researching parenting contributions
to developmental failure of Theory of Mind. With regard to the mother’s ver-
sus the father’s influence in BPD, there is the considerable research literature
about the significance of maternal factors, but much less information about
paternal factors, (Cooper, et al.; Keng & Soh, 2018; Kerr et al., 2022; Kim
et al., 2014; Robinson et al., 2013; Sharp et al., 2020; Stepp et al., 2016;
Vanwoerden et al., 2017). It still usually falls on the mother to spend the ma-
jority of time with children and to carry the major responsibilities for nurture
during early critical years, and so the mother is likely to be identified more
frequently as playing an important role in both successes and failures in guid-
ing a child’s development of self/other faculties. There is good evidence that
more active participation by the father can add significant benefit for these
traditionally largely maternal responsibilities (Miljkovitch et al., 2018; Robin
et al., 2021; see also Sharp et al., 2020).The mother/daughter relationship
often involves a particular intimacy that can influence the development of
the self. This could help to explain the higher frequency of reports of prob-
lematical maternal contributions, as well as the higher frequency of females
with BPD (Park et al., 1992; Robinson et al., 2013; Stone, 2019).

In addition to examination of parenting characteristics, it is also
important to identify other temperamental characteristics of borderline
patients since they could also play a role in caretaker responses to
these children, in addition to the influence of the sensitivity charac-
teristics themselves (Boucher et al., 2017; Rioux et al., 2018; Skabeikyte
& Barkauskiene, 2021; Stepp et al., 2014). For instance, could sensitive
children differ in the ability or willingness to accommodate to parental rules
and biases? A female borderline patient who had responded well to psy-
chotherapy had an older sister who was also borderline. This sister was an
artistically gifted scholar who had been hospitalized in late adolescence for
severe depression and suicidal tendencies. She subsequently committed
suicide after several treatment failures. The mother had clearly been moti-
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vated to be a good mother. However she had very strong beliefs and rules
about correct ways of thinking and behaving, dress, friends, etc. The
successfully treated borderline patient had been quite compliant with her
mother’s demands and rules and did not become significantly conflicted
until late childhood/early adolescence (Schlensog-Schuster et al., 2022).
However, her sister had struggled against the mother’s overcontrol
throughout childhood, and the mother’s responses had moved gradually
from disappointment and disapproval to increasing dislike. Did the mother’s
differing responses to temperamental and behavioral differences between
the sisters contribute to severity of the disorder? The sister’s exceptional
talents may have involved particularly accurate perceptions about the
mother’s feelings and vulnerabilities, leading to communications that further
irritated her. Such a scenario could be analogous to occurrences of border-
line patients triggering negative clinician countertransferences.

With regard to differential susceptibility to general cultural norms (Keng
& Soh, 2018), anthropologist Ruth Benedict reported a study of children
whose temperamental characteristics would be highly advantageous in one
cultural environment but highly disadvantageous in another (Benedict, 1934;
see also Menand, 2019). The two Native American cultures she examined
were the “Dionysian” culture of the Kwakiutl tribes, and the “Apollonian”
Pueblo culture. The Dionysian culture valued extroversion, courage, com-
petition and frenzied dances leading to ecstatic states, while the Apollonian
culture valued introversion, calmness, quietness and conformity. An ex-
troverted, aggressive child would be a fine success in one culture but an
outstanding failure in the other, while an introverted, vulnerable child would
experience the reverse. Margaret Mead, Benedict’s former student, said
(1959): “She was rather concerned with the question of how narrow definitions
of normal behavior penalize or give preference to certain innate capacities,
and of how the widening of cultural definitions might enrich our culture and
lighten the load of rejection under which the cultural deviant now labors.”

The second kind of research for identifying the engagement of a
differentially susceptible characteristic in development of the mind would
be demonstration that the high sensitivity characteristic observed in
pre-borderline children and borderline patients can be an exceptional asset
in a well-matched developmental social environment. The sensitivity



76 A New Model for Understanding and Treating Borderline Personality Disorder

characteristic must first be more clearly identified and understood in order to
find children and adults in the general population who have this character-
istic (Pluess et al.,, 2023; see also Paris, 1998). The social adjustment
of such individuals can then be examined as it relates to their developmental
social environment (Plakun, 2016; Rocha et al., 2016). At least three scales
that measure sensitivity have been developed so far. These are the Highly
Sensitive Child Scale (HSC) (Pluess et al., 2018), the Highly Sensitive Child
Rating-System (HSC-RS) (Lionetti et al., 2019), and the Highly Sensitive Person
Scale (HSP) (Aron & Aron, 1997). The HSC Scale was used in a study of “En-
vironmental Sensitivity (ES)” in adolescent twins (Assary et al., 2020). Results
supported a genetic basis for ES, with a “multi-dimensional genetic struc-
ture,” and also the involvement of environmental influences. The HSP Scale
has been used to study “Sensory Processing Sensitivity (SPS),” defined as “a
personality trait that entails a low sensory threshold and high sensitivity to sub-
tle stimuli, deep cognitive processing of stimuli, behavioral inhibition in novel
situations or in situations generating conflicting responses, and high emo-
tional and physiological reactivity” (Sadowski & Szpitalak, 2022; Slagt
et al., 2018). Pluess et al. (2023), using a newly developed “HSP-12 Scale”
for adults, have carried out research showing that people who score high
on sensitivity are more negatively affected by adversity, but can also
benefit more from positive exposures. Pluess and Belsky (2012) refer to the
enhanced ability to respond to positive environments as “Vantage
Sensitivity.” We anticipate that further examination of the sensitivity
characteristic will be much more likely to lead to new understandings
about the etiology of BPD than examination of other symptomatologies,
since the latter are consequences of, rather than inherent to, the origins of
the disorder.

Although studies of the borderline sensitivity characteristic in the
general population are yet to be done, there are now numerous studies
demonstrating differential susceptibility in children, adolescents and adults
that may very well involve the sensitivity characteristic of enhanced Social
Intelligence (Belsky et al., 2007; Pluess et al., 2023; Pluess & Belsky, 2012;
Rioux et al., 2018). For instance, in two studies of respiratory illness in
preschool children, Boyce et al. (1995) identified subsets of “high reactive”
children who had significantly higher rates of respiratory illness than their
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“less reactive” peers when living under high stress conditions, but lower rates
than the less reactive peers when living under low stress conditions. The
less reactive children on the other hand did not demonstrate a difference in
illness rates in relation to the level of stress. In the first study, cardiovascular
reactivity to challenging tasks was used to identify high reactive children,
and teacher ratings of stress along with a measure of stress in the childcare
environment were used to identify child stressors. In the second study, im-
mune reactivity to pneumococcal vaccine was used to identify high reactive
children, and parent interviews along with a family conflicts measure were
used to identify family stressors. The two studies demonstrated “remarkably
similar findings.” The authors suggest that these high reactive children may
possess “a heightened sensitivity to the social world.” Quas et al. (2004)
reported a study of stress and memory in sensitive children versus a control
group, with analogous results (see also Boyce, 2019). Gannon et al. (1989)
reported a study of college students with high “psychobiological reactivity,”
who showed higher rates of depression under stressful circumstances than
less reactive peers, but lower rates than the peers under low stress circum-
stances. Pluess and Belsky (2009) compared data on children found to have
“easy” vs. “difficult” temperaments. Children with difficult temperaments had
more behavior problems than children with easy temperaments when raised
in poor childhood social environments, but they had fewer behavior problems
than children with easy temperaments when raised in good environments.
There are also laboratory findings that are of interest (Assary et al., 2020).
For instance, Bakermans-Kranenburg et al. (2008) found that children
carrying the 7-repeat DRD4 allele who were raised by insensitive mothers
exhibited significantly more behavior disorders than those without the
repeat allele, and yet when children with this allele were raised by sensitive
mothers they exhibited the least behavior disorders. Caspi et al., (2003) and
Rocha et al. (2015) found evidence of differential susceptibility in studies of
serotonin-transporter-linked polymorphisms and depression in the context of
childhood maltreatment. Individuals with homozygous short alleles were at a
significantly increased risk of depression when there was a history of child-
hood maltreatment but were at a significantly decreased risk of depression
when there was no history of childhood maltreatment.
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Section G: What is the correct DSM classification for
Borderline Personality Disorder?

Borderline Personality Disorder is identified in the DSM as a Personality
Disorder. However, we are recommending that the severity level for diagnosis
should be aligned with that identified in the patients in the discovery popula-
tions, whose severe Theory of Mind impairments and associated symptom-
atology so frequently resulted in hospitalizations and suicidal completion. A
required level of severe impairment would necessitate the removal of BPD
from Personality Disorders to a new diagnostic category, and the addition
of a new diagnosis of “Borderline Spectrum Disorder” for the moderate to
mild cases. This would be of particular benefit for the kind of research we are
recommending.

This review presents the argument that BPD is a “Disorder of Theory
of Mind” of a severe degree, engendered by the developmental social en-
vironment. New and Triebwasser (2018) propose that BPD is a “Disorder of
Social Interaction.” It has also been suggested that BPD could be identified
as an “Attachment Disorder” considering that attachment insecurity is a
key feature of the borderline condition (Agrawal et al., 2004; Fonagy et al.,
20083; Kim et al., 2014). Characteristics of BPD listed in DSM-5 that indicate
major attachment impairments are “frantic efforts to avoid real or imagined
abandonment,” “the perception of impending separation or rejection, or the
loss of external structure, can lead to profound changes in self-image, affect,
cognition, and behavior,” and “they experience intense abandonment fears.”
Kohut’s concepts and findings about “Disorders of the Self” are also highly
relevant to diagnostic classification of BPD (Kohut,1979; Kohut & Wolf, 1978).

BPD might best be identified in the DSM under a new category of
“Complex PTSD (CPTSD)” or “Developmental Trauma Disorder” (Herman,
2015; Herman et al., 1989; Kwon, 2022; Robin et al., 2021). However, DSM-5
does not currently permit a trauma-engendered diagnosis unless there are
certain trauma circumstances, i.e. “exposure to actual or threatened death,
serious injury, or sexual violence.” Although it is clearly understood that
childhood adversity can engender trauma symptomatology in borderline
patients, the occurrence of PTSD must always be identified as a separate,
co-occurring disorder (Masland et al., 2019). If a borderline patient’s
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symptomatology also meets the DSM criteria for a diagnosis of PTSD,
but the only trauma identified is persistent psychological trauma to
development of the mind, a trauma diagnosis for this would not be
available (Herman, 2015; Stein et al., 2016). Can it be correct that a
trauma disorder can result when a person witnesses one or a few trau-
mas or threatened traumas to the body, but can never be the direct
result of everyday psychological interference to the development of a child’s
mind that persists throughout infancy, childhood and adolescence, with
severe impairment to the crucial faculty for understanding self and others
(Lewis & Grenyer, 2009; Liotti & Farina, 2016; Penner et al., 2019)?

Zanarini et al. (1998) found that 56% of 379 inpatients with BPD met
the criteria for PTSD. They stated, “PTSD was found to be a common but
not ubiquitous comorbid disorder among borderline patients...The fact that
the rate of PTSD among borderline patients was found to be substantially
less than 100% is inconsistent with the theory that borderline personality
disorder might better be conceptualized as a chronic form of PTSD.” A
problem with this argument is that trauma requirements and their effects in
this study were considered in line with those listed in DSM-5. Psychological
traumas persistently directed to the developing mind in children would differ
considerably from traumas directed to the body, producing a contrasting
clinical picture. How would we investigate the occurrence of a chronic trauma
disorder resulting from routine childhood psychological adversity? PTSD was
established by identifying specific traumatic experiences that were followed
by specific symptomatology. Identification of psychological trauma and its
effects on a child can be challenging considering that pre-borderline children
and their parents may not have understood that there was trauma. A history
of childhood physical traumas could be relatively easy for patients to recall,
but they are likely to have suppressed an understanding of harmful parental
verbal communications in order to preserve the image of a caring parent.
Nevertheless, it is time to move beyond routine dismissal of the concept
of BPD as a chronic trauma disorder and get to work on more extensive,
innovative research (Tedesco et al., 2023).

There was actually considerable interest in including a Developmental
Trauma Disorder category in DSM-5, but the DSM-5 Task Force of the Na-
tional Childhood Traumatic Stress Network was unsuccessful in gaining its
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inclusion. In support of a developmentally engendered trauma disorder, Ford
et al. (2013) stated: “Maltreatment, family violence, and disruption in primary
caregiver attachment in childhood may constitute a developmental form
of trauma that places children at risk for multiple psychiatric and medical
diagnoses... Even before the PTSD diagnosis was formalized, clinicians had
identified subgroups of childhood interpersonal trauma survivors with symp-
toms of dysregulation... including problems in managing extreme emotion
states, disruptive behavior, somatoform symptoms, conflict or withdrawal
from relationships, and identity impairments...that are more complex than
those of PTSD.”

“Complex PTSD” was finally included in the 2018 edition of the Interna-
tional Classification of Diseases (ICD-11)(Maercker et al., 2022). In addition to
criteria for PTSD, three criteria for “Disturbances of Self-Organization (DSO)”
are included for this disorder. They are emotional dysregulation, interpersonal
difficulties and negative self-concept (Jowett et al., 2020). These three criteria
for CPTSD are also key characteristics of Borderline Personality Disorder.
Numerous criteria that are listed for PTSD in DSM-5 describe characteristics
that also occur in BPD, i.e., “hypervigilance”; “problems with concentration”;
“persistent and exaggerated negative beliefs or expectations about oneself,
others, or the world, (e.g. | am bad and no one can be trusted”); “persistent
negative emotional state (e.g. fear, horror, anger, guilt or shame”); “feelings
of detachment or estrangement from others”; “persistent inability to experi-
ence positive emotions”; “irritable behavior and angry outbursts”; “reckless
or self-destructive behavior”; “dissociative reactions.” This great “symptom
overlap” of PTSD with BPD (Jowett et al., 2020; Kolthof et al., 2022; Krause-
Utz, 2021; Lewis & Genyer, 2009) has been noted in studies following the
inclusion of CPTSD in ICD-11. One might expect that these findings would
lead to considerable speculation that BPD could well be a complex trau-
ma disorder. Instead, there are rationales that BPD must nevertheless be a
fully separate disorder. For instance, there are arguments that “BPD does
not require an index traumatic event” (Krause-Utz, 2021), that self/other dis-
turbances change more abruptly in BPD, and that suicidal tendencies and
self-harm are more prominent in BPD (Karatzias et al., 2023; Maercker, 2021;
see also Ford & Courtois, 2021). In other words the symptomatology can
be largely the same, but their expressions, histories or other characteristics
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differ too much. If such arguments were applied to the variations of symp-
tomatology allowed by selection of five of the nine criteria for BPD, we might
have to devise multiple disorders for reclassifying borderline patients (Wolf
et al., 2023)

Why is there such full dismissal of the obvious likelihood that BPD
could be a form of CPTSD? In considering this question, it can be helpful to
review the problems encountered prior to including the diagnosis of PTSD
itself in the DSM. Maercker (2021) states about PTSD: “An externally caused
mental disorder was introduced into the state of the art of psychiatry and clin-
ical psychology—a kind of scientific recognition, which has never been seen
before in classification systems of mental disorders. The introduction of the
PTSD diagnosis followed a political negotiation process in U.S. psychiatry,
in which scientific practitioners played an important role with Vietnam
veterans on the one hand and the women’s rights movement on the other
hand-". This lengthy and continuing reluctance, beginning with Freud, to
consider adverse “external” (environmental) factors in addition to “internal”
(inherent neurobiological) factors as likely sources of major mental illnesses is
discussed elsewhere in this monograph. In light of this historical context, and
of the power of “groupthink” (Brookwood, 2021), we can understand why
there is a great blind spot obstructing any satisfactory consideration that
BPD could be an “externally” caused trauma disorder.

The absence of a DSM category for a developmentally engendered
major mental disorder suggests a problem that goes well beyond BPD. It is
clear that Theory of Mind, the ability to process and understand the workings
of the mind of self and others, is “externally” developed and is an essential
feature of what it is to be human (Sharp & Wall, 2021). Significant impairment
can be devastating to any chance for living a normal or satisfying life. It is
also clear that there is a great amount of childhood physical and emotional
abuse, neglect and invalidation in this world (Cicchetti& Toth, 1995; Minnis,
2023), and it is more than obvious that very disturbed Theory of Mind in
adulthood can stem from such harmful childhood experiences, and yet there
is not a single DSM diagnostic category that can satisfactorily accommodate
this reality (Stein et al., 2016). In ruling out developmental adversity as the
possible full source for a major mental iliness, the DSM leaves us to a narrow
medical concept that inherent neurobiological flaws or limitations are a nec-
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essary basis for developmental adversity to even be considered as playing
an essential role in the etiology of major mental ilinesses. Is this a thoughtfully
considered concept or is there an underlying bias that major mental illness
must fit a reductionist medical model, thereby eliminating any necessity to
investigate the murky mind and its complex vulnerabilities to childhood mal-
development? Does this model serve as an almost insurmountable barrier
to fully researching and understanding the enormous influence, for better
or for worse, of the childhood social environment on the development and
maldevelopment of our uniquely human mind (Belsky et al., 2007; Groopman,
2019)? Are there any signs of rethinking this model? “Plank’s Principle” says,
“A new scientific truth does not triumph by convincing its opponents and
making them see the light, but rather because its opponents eventually die
and a new generation grows up that is familiar with it” (Planck, 1950; See also
Richtel, 2022).

Borderline patients very often reach out for help and are largely seen
in outpatient and inpatient mental treatment settings, but there are estimates
that a significant percentage of individuals in forensic settings are also
borderline (Chapman & Iranoff, 2018). It is unlikely that very many of these
individuals have actively sought help from mental health services or have the
degree of interpersonal sensitivity that is so prominent in general borderline
populations. Absence of the sensitivity characteristic would suggest that
some or all of the unique interpersonal features of BPD would be absent.
Chapman and Ivanoff (2018) state: “Compared to individuals diagnosed
with BPD in more traditional outpatient or inpatient settings, those with BPD
in forensic settings differ in important ways. The most obvious differences
are the high rate of co-occurring antisocial features.” In addition to differing
temperamental features, these authors indicate somewhat differing devel-
opmental histories. If individuals are included in studies of BPD who have
characteristics and histories differing significantly from those seen in regular
mental health care settings, the data may well add further confusion to un-
derstanding BPD. If the severity level for the diagnosis of BPD were corrected
to align with that of the discovery populations, it is likely that many or most
of the patients in forensic settings would fall into a new DSM category of
“Borderline Personality Spectrum Disorder”. Currently Borderline Personality
Disorder is listed in the DSM as a categorical disorder, as either present or
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nor present, with only one diagnostic category available. However, none of
us has a perfect Theory of Mind, which would require perfect parenting, and
flaws occur in all of us in a continuous path from very slight to moderate to
severe (Brager -Larsen et al., 2023; Fonagy et al., 2023). We are interest-
ed in the severe disorder that was identified in the discovery populations.
Those patients not only had a high level of Theory of Mind severity, but they
also had other key characteristics that would not be clearly identified in an
inclusive group that also has patients with only moderate or less border-
line features. In summary, in order to understand Borderline Personality
Disorder as originally identified, we must separately examine severely
impaired patients, including particularly those who present clear interpersonal
challenges, as likely comprising a distinctly separate population, analogous
to Major Depressive Disorder and Dysthymia.
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Section H: Discussion

It is clear that inherent neurobiological deficits underlie major mental
disorders such as Schizophrenia and Bipolar Disorder. It is also clear that Bor-
derline Personality Disorder is a major mental disorder, and it has been reason-
able to assume that inherent deficits underly this disorder as well. Speculation
about the alternative possibility of a fully developmental source for BPD is still
lacking, partly because there is general confidence that inherent deficits have
already been confirmed. For instance, Choi-Kain recently stated (2019): “BPD
is no different from any other medical entity. This is why GPM incorporates
the term psychiatric rather than psychological...Importantly, GPM medical-
izes BPD as an illness rather than as an amalgam of psychological traits.”
Groopman (2017) states “Science is an accretion of provisional certainties.”
Boorstin is quoted as saying “The greatest obstacle to discovery is not
ignorance - it is the illusion of knowledge.” However, although this medical
model works well for examining organs that can be physically identified,
and for processes that are generally operational at birth, e.g. processes of
the heart and lungs, the mind is only a grand but informationally empty neu-
robiological potential at birth that cannot even begin to exist as a working
reality until human social contact is initiated, and even when operational the
mind is still a “theory” since it cannot be directly identified or observed by
any traditional methods (Chisolm & Lyketsos, 2012; Francis, 2021; McHugh
& Slavney, 1998; Slavney & McHugh, 2016; Yaden et al., 2021). Our only
direct “proof” of the existence of the mind is our subjective experience of our
own mind. The human mind is an evolutionary development of sensory pro-
cessing abilities that are present in virtually all life forms (Barkow et al., 1992;
Jacobsen, 2023; Levin, 2019), and it appears that no life form can directly
experience how this processing is experienced by another life form (Finkel,
2023; Yaden et al., 2021; Yong, 2022). It has been suggested that if we could
directly experience the minds of others it might be quite shocking and dis-
turbing to discover how very limited we have always been in understanding
the workings of the minds of others. This limitation in understanding and
connecting to others could help to explain the high frequency of marriage and
other relationship failures. It could also contribute to a low level of loneliness
occasionally experienced in all of us.
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Psychiatrists, who are also physicians, established the DSM, but
that does not confirm that “Mental lllness” must necessarily be a “Medical
lliness.” We argue that the DSM should identify separate categories for
“Medically-Based Mental Disorders” and “Mental Disorders not confirmed as
Medically-Based”, with research of the latter focused on ALL possible
causes. Considering that Borderline Personality Disorder is a disorder
of Theory of Mind, the study of BPD is actually a study of the mind, how it
develops and what it does. The medical model has constrained us from
creatively examining this uniquely human faculty that is not shared in its full
development with any other known life form, has not been identified
anywhere else in the universe (Hawking, 2018; McHugh 2002), and that
may be as different from the standard medical model as general relativity
and quantum mechanics are from classical physics. In particular, reliance
on a medical model to explain the etiology of BPD has prevented any
consideration that this Theory of Mind disorder could be fully the result
of the developmental experience in the absence of inherent flaws, even
though the working mind is fully created by the developmental social
experience. If Borderline Personality Disorder is actually a developmentally
engendered disorder, then the medical model would be focusing incorrectly
on symptomatology resulting from the etiology rather than focusing on
the etiology itself. The medical model has also inhibited examination
of borderline empathy as possibly a manifestation of inherently enhanced
social perceptivity, and examination of countertransference and other
boundary problems of clinicians as possibly resulting from an inherently
enhanced ability of borderline patients to then influence the minds of others.
It has inhibited examination of the high sensitivity of borderline patients
as a possible characteristic of inherently enhanced but developmentally
impaired Theory of Mind. There is a Buddhist saying, “Sometimes some-
where you take something to be the truth. If you cling to it so much,
when the truth comes in person and knocks on your door you may not
open it” (Hanh, 2005; see also Brookwood, 2021; Grant, 2021; Harari, 2018).

This review presents argument and evidence that borderline person-
ality disorder is almost always a fully developmentally engendered disorder
of Theory of Mind, in the absence of any inherently limited or defective
neurobiology. To recap, the argument is: (1) Severe impairment of Theory of
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Mind, the uniquely human faculty for knowing of and understanding one’s
own mind, and for processing and understanding social information about
the minds of others, is the core clinical feature of Borderline Personality
Disorder. (2) Social Intelligence brain domains provide the neurobiological
basis for Theory of Mind. (3) At birth these brain domains are providing only
an informationally empty potential for developing Theory of Mind, which will
remain essentially useless unless there is an interactive learning engagement
with the human social environment, with gradual development of a working
mind that can correctly process and understand social information about the
mind. (4) During this lengthy learning experience, the Differential Suscep-
tibility of Theory of Mind brain domains provides developmental plasticity
that gives them the ability to develop flexibly in alignment with the uniquely
variable characteristics and requirements of human social environments.
This programming to collaborate in a learning engagement with any social
environment encountered is not accompanied by an ability to screen the
characteristics of the social environment until there is some social learning
experience. Therefore, although this essential neurobiological asset will
develop as a marvelous benefit for social success in a well-matched devel-
opmental social environment it will also begin to develop somewhat collabo-
ratively with adverse social environments, and can thereby become an active
participant in its own defective development. (5) There is extensive evidence
of adverse childhood social environments in BPD. We argue that persistent,
often rather subtle but routine everyday psychological adversity directly
interferes with and perverts proper development of Theory of Mind. However,
although Theory of Mind becomes impaired, the adversity does not impair
the semi-separate general primate faculty of Social Intelligence for per-
ceiving general social information, which does not require an extensive
learning experience and is operational, largely “automatically”, shortly
after birth. (6) The high sensitivity of pre-borderline children and borderline
patients is a characteristic of enhanced Theory of Mind. Social Intelligence
brain domains for enhanced Theory of Mind provide for excellent social
adjustment in supportive developmental social environments. (7) However,
the enhanced Differential Susceptibility of enhanced Theory of Mind brain
domains also provides exceptional vulnerability to developmental failure in
adverse social environments. This can lead to severe developmental impair-
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ment of Theory of Mind even when there is only mild, yet persistent, psycho-
logical adversity. (8) The enhanced Theory of Mind brain domains, however,
retain their inherently enhanced potential, and excellent processing of social
information can occur at times, particularly when borderline patients are in
a calm state of mind. (9) Significantly enhanced yet significantly impaired
Theory of Mind is unique to BPD, and underlies the complex, sometimes
paradoxical, self/other symptomatology that identifies BPD. (10) Borderline
Personality Disorder occurs when the level of adversity and the level of vul-
nerability together result, over time, in severe developmental impairment to
working Theory of Mind. (11) The exceptional developmental vulnerability of
enhanced brain domains for Theory of Mind is the neurobiological “risk factor”
for BPD. Chronic everyday psychological adversity during the development
of these brain domains is the “etiological factor”. (12) The enhanced level of
Social Intelligence underlying the high sensitivity of pre-borderline children
and borderline patients explains the evidence of heritability in BPD that has
been attributed to inherent neuropathology. (13) BPD is classified in DSM-5
as a Personality Disorder, but the severe self/other impairments, along with
other severe symptomatologies, are evidence that BPD is a major mental
disorder that differs distinctly from a Personality Disorder. DSM Classification
as a “Disorder of Theory of Mind” or “Complex Trauma Disorder” (CPTSD)
should be considered. The term “Theory of Mind” might be preferred to
“Trauma,” carrying implications for understanding the nature of BPD rather
than for immediately signaling the caretaking role. It has also been suggested
that Borderline Personality Disorder could be classified as “Severe Person-
ality Disorder”, a category fully separate from the other personality disorders
(see Chanen, 2021). (14) The natural Differential Susceptibility of Theory of
Mind brain domains to become developmentally impaired is the “p-factor”
of the human brain, the “generalized ability to develop any and all forms of
psychopathology across the life course” (Caspi & Moffit, 2018).

This concept that general primate Social Intelligence brain domains
for perceiving social information are enhanced in BPD, and that separate
Theory of Mind brain domains for understanding and processing received
social information as a product of the mind are also enhanced but develop-
mentally impaired, provides a much improved fit for the complex and often
paradoxical clinical characteristics of BPD. It can explain why the ability to
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mentalize and to process social information can range widely in the same
patient from very defective to normal, and even to enhanced, depending on
the nature of the immediate social context and the degree of stress being
experienced (borderline empathy paradox). It can explain the high sensitivity
of pre-borderline children and borderline patients, and the ability of severely
interpersonally impaired individuals to nevertheless draw clinicians into
strong emotional responses and boundary violations. The exceptional vul-
nerability of enhanced Theory of Mind to developmental harm can explain
why borderline patients with more severe illness can paradoxically be more
capable of inducing countertransference difficulties. This concept of a de-
velopmental origin of BPD is also in alignment with the extensive evidence
of serious childhood adversity, and with the absence of neurobiological
findings confirmed to be defective, inherent and involved in development of
the mind. Theory that the borderline patient’s Theory of Mind brain domains
are not inherently defective but became operationally defective during the
childhood learning experience can also explain the borderline patient’s
painful self-awareness about the self/other impairments, and the good
response to a psychotherapy learning experience but minimal or absent
response to somatic treatments that should benefit an inherently defective
disorder. The theory can explain the profound difficulty in trusting others,
the persistent efforts to find a helpful psychotherapeutic relationship de-
spite this distrust, and the timely decrease of distrust in an empathically
accurate psychotherapy holding environment. The many clinical character-
istics of hypermentalization, emotion dysregulation, impulsivity, rejection
sensitivity, attachment insecurity, anxiety, depression, self-injury, suicide
and PTSD can all be explained as features of an enduring sense of con-
fusion about self and others, along with very painful self-disapproval,
self-dislike, great difficulty understanding, trusting and achieving
closeness with others, and a profound sense of aloneness and emptiness,
that began when a sensitive child experienced persistent everyday
interference with, and insufficient support for, the development of a
successful attachment experience that would lead to liking, enjoying
and managing self, and to understanding, trusting and developing
healthy relationships with others. Increasing symptomatology gradually
becomes evident during the social challenges of adolescence, and
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continues unrelieved unless and until a successful attachment and learn-
ing experience finally brings relief.

It is necessary to direct much more research attention to careful
examination of the childhood social learning experience, with particular focus
on routine caretaker empathic encouragement of, neglect of, or interference
with the natural development of a child’s working mind, and on caretaker
feelings about and responses to a sensitive child’s needy behaviors
(Fonagy et al., 2003; Valadez et al., 2020; Zweig- Frank & Paris, 1991; Ryan,
2005; Schlensog-Schuster et al., 2022; Shapiro, 2020). It is imperative
to learn much more about the general psychological characteristics and
behaviors of both the caretakers and their children, and about the
psychological/behavioral match between the caretaker and the child
(Quek et al., 2018; Steele et al., 2019; Vanwoerden et al., 2021b), not only
to better understand and treat Borderline Personality Disorder, but to
develop general guidelines for successful parenting of sensitive children.
Even in the case of Schizophrenia, Major Depression and Bipolar Disorder,
there is evidence that the severity of the disorder can be moderated by or
might even be prevented by, an enlightened caretaking social environment
(Begemann et al., 2016; Betz & Whitehorn, 1956; Kurtz, 2023; Gilman et al.,
2003; Kendler, et al., 2020; Moran, 2007; Tienari et al., 2004; Whitehorn
& Betz, 1954). It is also essential to learn a great deal more about human
Social Intelligence and its developmental requirements, potentials, and
vulnerabilities. Since Theory of Mind is developmentally engendered in all
of us, research about Social Intelligence in BPD can lead to new
understandings not only about mental illness but about the workings
of the mind in general (Normann-Eide et al., 2020). We might learn much
more about difficulties not only within the mind but also between minds.
Such research could also bring back to life the necessity to improve psy-
chotherapy training in psychiatric residency programs, including particularly
learning how to engage with patients in exploring the developmental social
experience and its relevance to the present mental state, and how to
successfully engage with a challenging patient in a corrective relationship
experience.

There is a great deal of research focused on discovering inherent
neuropathologies underlying mental illnesses, with the hope that this can
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lead to a full understanding of mental disorders and their causes (Amad
et al., 2014, Crowell et al., 2009, Distel & de Moor, 2018; Dumas-Mallet &
Gohon, 2020; Insel, 2022; Jasanoff, 2018; Lewis-Fernandez et al., 2016;
NIMH Strategic Plan, 2020; Ross & Margolis, 2019; Smoller, 2019). However,
the argument presented here that Borderline Personality Disorder can be
developmentally engendered in the absence of inherently flawed neurobi-
ology contributes to the increasing calls for a correction to this reductionist
model of mental iliness (Glucksman, 2018; Kurtz, 2023; Plakun, 2006, 2022).
Researching the brain alone may tell us a great deal about how it is working
in the here and now, but it will not tell us much at all about how, when or
why it got there (Balter, 2017; Bracken et al., 2012; Francis, 2021; Gold-
fried, 2016; Kendler, 2020; Zimmerman, 2015). Braslow et al., (2020) state:
“We suggest that clinical psychiatry’s take-for-granted, everyday beliefs and
practices about psychiatric disease and treatment have narrowed clinical
vision, leaving clinicians unable to apprehend fundamental aspects of
patients’ experiences.” Richard Friedman, Professor of Clinical Psychiatry
at Cornell states (2015), “I'm all for cutting-edge neuroscience...and lots of
it...but we are all more than a brain in a jar.” Joyner et al., (2016) state: “For
several decades now the biomedical community has pursued a narrative
positing that...ever-deeper knowledge of subcellular biology, especially
genetics...will lead to transformative improvements in health care and human
health...This approach has largely failed.” The authors propose “a wholesale
reevaluation of the way forward in biomedical research,” including “more
funding to be directed toward...imaginative biomedical research that is
truly innovative and not restrained by current narratives.” In a recent arti-
cle in the New England Journal of Medicine, Gardner and Kleinman (2019)
state: “Yet over the past half century, biologic research has come to replace
all other forms of psychiatric research... Biologic psychiatry has thus far
failed to produce a comprehensive theoretical model of any major psychiatric
disorder, any tests that can be used in a clinic to diagnose clearly defined
major psychiatric disorders, or any guiding principle for somatic treatments
to replace empirical use of medications” (see also Scull, 2022). Whereas
research about the brain alone can be productive for learning about disor-
ders that are clearly brain-based, such as Schizophrenia and Autism, the
much higher frequency of mental difficulties, impairments and disorders
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stemming largely or entirely from the developmental experience requires
coordinated psychological, biological and social environment research. In
particular, studies of the brain must examine the brain as it changes during
the developmental social experience (Assary et al., 2020; Fonzo, 2019;
Luby, 2020; Sharp & Kim, 2015; Sharp & Vanwoerden, 2015; Valadez et al.,
2020). For instance, if neurobiological anomalies are identified in brains of
borderline patients and can then be identified in infants or toddlers, such
children and their interactions with parents could be followed during the
developmental years along with studies of the brain. If such anomalies are
not found in infants or toddlers, studies of older children and adolescents
may reveal them, and family social environments can then be examined.
It would also be of interest to identify neurobiological changes or absence
of change as borderline patients improve, do not improve, or regress in
various psychotherapies. We are not going to adequately understand the
participation of the human brain in many illnesses without such complex
and necessarily expensive studies of the state of the human brain as it
interacts over time with social environments (Balter, 2017; Bowlby, 1998;
Caspi & Moffitt, 2018). Fritz Zwicky, who was Professor of Astronomy at
Caltech, was a brilliant researcher who identified supernovae as resulting
from the collapse of massive stars, as well as the likely existence of
dark matter, among numerous major accomplishments (Johnson, 2019).
His recommendation for the optimal way to examine difficult and complex
problems, which he labeled as “The Morphological Approach,” was described
by Freeman Dyson (2020), Professor of Physics Emeritus at Princeton:
“The morphological thinker discards all prejudices and all prior knowledge.
Even highly reliable prior knowledge may be misleading. The thinker then
makes a list of all possible explanations for a phenomenon and all possi-
ble interventions that might help gather information... The prime directive
was to generalize all problems before drawing fallacious conclusions. In
practice this meant keeping one’s mind open to all possible conclusions...
no matter how seemingly impractical.” The seemingly impractical argument
presented for consideration here is that the borderline condition can be
fully developmentally engendered in the absence of inborn neurobiological
deficits. The question is: Why does this clear possibility remain so unconsid-
ered and unexamined in theory and in research?
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Chapter Two:

Treatment of Borderline
Personality Disorder:
Necessary Modifications
to Current

Treatment Models

Section A: Introduction

A most important reason for examining the nature/nurture sources
of Borderline Personality Disorder is the necessity to find a solution for the
failure of current treatment models to adequately resolve the Theory of Mind
impairments. These treatments are very successful in resolving DSM-identified
symptomatic features. Choi-Kain stated (2019), “The ‘horse race’ of building
better and better treatments is subsiding, and now we can focus on making
all the good treatments that we know work more available, realistic, and prac-
tical.” For instance, Kolthof et al., (2022) recently reported a study of intensive
eight-day “trauma-focused therapy’ for patients with both BPD and PTSD
(16 sessions of 90 minutes duration). There was significant improvement in
PTSD symptomatology at post treatment, and at one year follow-up, 69.2%
of patients no longer fulfilled the diagnostic criteria for PTSD. There was also
significant improvement in BPD symptomatology at post-treatment, and at
one year 73.1% of patients no longer fulfilled the DSM diagnostic criteria for
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BPD. This is a remarkable result for a brief therapy focused specifically on
trauma, and if replicated it would contribute to the increasing evidence that
BPD is a learned trauma disorder that requires therapy focusing on insightful
understanding of the influence of past adverse experiences.

However, although numerous studies have demonstrated that most
borderline patients who remain in treatment will improve symptomatically
over time until they no longer meet sufficient DSM criteria for a diagnosis of
BPD (Stone, 2016, 2017a; Zanarini & Conkey, 2018; Zanarini et al., 2012), it
has also become clear that none of the current psychotherapy models result
in sufficient improvement in certain key areas (Christea et al., 2017; Grenyer
et al., 2022; Gunderson, 2011; Hutsebaut, Debanné & Sharp, 2020; Kernberg
& Michels, 2009; Miller et al., 2020; Moran, 2011; Santangelo et al., 2020;
Woodbridge et al., 2023; Zanarini et al., 2016; Zanarini & Conkey, 2018). Most
problematically, they do not satisfactorily resolve the psychosocial malad-
justments that are fundamental to the disorder, particularly the continuing
serious impairments in establishing healthy relationships and career success.
Gunderson et al. (2014) reported “A second major gap concerns the overall
ineffectiveness of existing treatments to greatly improve the social adaptation
of patients with BPD. Evidence that the social adaptations of patients remain
persistently impaired even after the symptoms remit indicates that treatments
need to address this other major sphere of outcome” (see also Gunderson
et al., 2011). It is argued here that these serious Theory of Mind impairments
persist largely because they are developmentally learned in BPD, and con-
ceptualizing them as simply part of the general symptomatology deprives
patients from carefully examining their childhood interpersonal experiences
and how they are affecting their current relationships. Reliance on the con-
cept that defective neurobiology always underlies BPD reinforces this error.
Specific modifications to psychotherapy models are proposed for resolving
this problem. Recommendations are also made with regard to group therapy,
group living, family engagement, and pharmacotherapy.



95

Section B: Psychotherapy

Outline: Following are recommendations for three psychotherapy modi-
fications, derived from the concepts presented in Chapter One, that will
address the persisting Theory of Mind impairments. The first is “Learning
from Verbal Interaction”: Since the childhood social learning experience
is the source of a working Theory of Mind, therapeutic work must entail
much more careful exploration, in a collaborative engagement with the
patient, of that experience and its relationship to the present mental state.
During this collaborative exploration, the therapist’s thoughful questions,
comments and suggestions can also provide quidelines for learning how
to explore and understand the self, and how to better understand and en-
gage with others (Folmo et al., 2022). The second modification is “Learning
from Behavioral Interaction”: More active participation by the clinician in
developing a genuine corrective learning relationship will help to resolve
flawed patterns of relating that have resulted from childhood defective
relationship experiences. Joining together with the patient in examining
transference and countertransference interactions as they relate to the
patient’s childhood social experiences is a key component of this work.
Thirdly, the Differential Susceptibility of Theory of Mind tells us that it can be
important to identify undeveloped Social Intelligence potentials of borderline
patients, including possible talents, and to then to encourage good under-
standing and active use of them.
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Section B1- Learning from Verbal Interaction:

Insight-oriented psychotherapy that involves careful exploration of the
childhood interpersonal developmental experience and its relationship
to the present mental state:

There are several excellent psychotherapy models for BPD, including
particularly Dialectical Behavior Therapy or DBT (Linehan, 1993, 2015), Good
Psychiatric Management or GPM (Gunderson, 2014; Choi-Kain & Gunderson,
2019), Mentalization-Based Treatment or MBT (Bateman & Fonagy, 2012;
Choi-Kain 2018), Transference-Focused Psychotherapy or TFP (Yeomans,
Clarkin & Kernberg, 2015; Yeomans & Delaney, 2018), and Schema-Focused
Therapy or SFT (Young et al., 2003). These evidence-based therapies deal
largely with practical problem-solving in the here-and-now, with the as-
sumption that the disorder involves inherent neurobiological limitations or
deficiencies that provide heightened vulnerability to adverse experiences
during childhood. Psychotherapies focus particularly on defective mental-
ization, emotion dysregulation, impulsivity, self-sabotaging and self-injurious
behaviors, excessive aggressiveness, interpersonal hypersensitivity and
impaired psychic structure. It is recommended that therapists and hospital
staffs have genuine interest in treating borderline patients. The therapist is
encouraged to connect with the patient in a positive way, providing a struc-
tured holding environment of reliability and acceptance, while at the same
time being self-observant and quite careful about boundaries. Guidelines
encourage “sustained countertransference awareness” that helps therapists
and staff protect themselves from the ability of these patients to entangle
others emotionally. It is also considered important in this regard that thera-
pists be very open to consulting with other clinicians when concerned about
the relationship situation.

These treatment programs are excellent as far as they go, but while
GPM, MBT and TFP focus excellently on collaborative examination of the
present mental state, close examination of the childhood caretaking experi-
ence as possibly the essential source of the present state is not considered a
necessary path for enabling the patient to understand and resolve their self/
other impairments (Paris, 2018). DBT and SFT provide significant attention to
childhood adversity in their treatment programs but, as with the other models,
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inherently limited or defective neurobiological factors are nevertheless con-
sidered to underlie the occurrence of the disorder (Gunderson et al., 2018).
With regard to such inherent factors, patients can be reassured that although
they underlie the condition, this is not at all their fault and they can work to
master these characteristics. However, it is argued here that if there is a dis-
coverable history of significant childhood adversity, it is necessary to instead
encourage the patient to carefully examine the influence of these experiences
in order to discern if they could provide a significant or full narrative under-
standing for the self/other impairments (Allen, 2003; Cicchetti & Toth, 1995;
Gunderson & Chu, 1993; Jardmo et al., 2023; McAdams, 2018; Penner et al.,
2019; Perry et al., 1990; Pickard, 2015; Porter et al., 2020; Quek et al., 2018;
Robin et al., 2021; Ryan, 2005; Sekowski et al., 2020; Steele et al., 2019). A
subject to consider in this regard is psychotherapy for PTSD (Gunderson &
Chu, 1993). In the case of PTSD there is, of course, appropriate treatment
for the present symptomatic state, but the clinician also engages with the
patient in a joint examination of prior traumatic experiences as an essential
component of therapy (Brunet et al 2018). These experiences are considered
to be the likely source of the disorder, and any inherent vulnerabilities to them
are considered to be risk factors.

Fonagy et al. (2017b) make the argument that the defective social
understandings of borderline patients can be an “adaptive consequence of
the social environment...a learned response to the transmission of social
knowledge,” and they suggest that inadequate attention to this “explains the
lack of clinical response of patients with BPD features to many traditional
psychotherapeutic interventions.” Enabling borderline patients to grasp the
specific connections between childhood interpersonal experiences and the
current mental state can help them to overcome deeply ingrained biases
about others that persist in current relationships (Herman et al., 1989; Perry
etal., 1990). For instance, if a patient anticipates that anyone with whom she/
he is becoming close will ultimately cause pain, mentalizing about this is likely
to improve greatly if a relevant prior social history and its influence is clearly
identified and understood, particularly when the patient is also overcoming a
built-in suppression of painful truths about the childhood social experiences.
Such insight can facilitate progress in understanding that people are not all
identical with the caretakers, thereby helping to provide resolution for chronic
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self-defeating patterns such as the persistent distrust of others, and repetitive
efforts to gain what was unavailable in the past from persons who may have
some personality characteristics and flaws similar to those of the parents,
along with expecting and thereby inducing others to behave somewhat as
the parents did (Celani 1994; Pietrzak et al., 2005; Park & MacDonald, 2019).
If the specific connections with the childhood developmental experiences do
not become clearly understood, then this person may do well in a controlled,
supportive therapy environment, but in the more complex general social
world the deeply embedded misunderstandings about self and others will
re-emerge in situations of emotional arousal, such as during the develop-
ment of romantic intimacy, since the continuing influence of an unexplored
childhood experience on the current processing of social information by the
brain will have remained largely unchanged (Powers, 2017). It can also be
very beneficial to encourage patients to think about how their parents’ minds
were working during verbal/emotional interactions. For instance, did the pa-
tient see caring when it wasn’t there, or not see uncaring when it was there?
Conversations about how the parents may have understood themselves and
others can lead not only to new insights, but also to viewing parents in a more
neutral way as imperfect human beings who were often trying to do what they
thought was correct. This can help to gradually free oneself from the past and
move on in a new direction. In addition to seriously flawed understanding
of others, such developmentally impaired persons also have flawed realities
about themselves, the origin of which can only become clear to them if they
understand developmental sources of poor self-esteem, sense of shame,
self-blaming and low self-compassion (Jeung et al., 2020; Messman-Moore
& Bhuptani; Ociskova et al., 2023; Penner et al., 2019; Santangelo et al.,
2020, 2022; Shengold, 1995; Wall et al., 2021a). Examples of such learned
self-concepts and feelings are: | am a flawed, worthless or bad person, |
dislike myself, no one could really like or love me, | cannot or must not enjoy
myself, the reason for trying to perform well is not for personal satisfaction
but to avoid disapproval (Kanj et al., 2023).

Gabbard states (2017): “Central to dynamic psychotherapy is a search
for the truth about the self that leads to a greater sense of authenticity.” There
has long been the general principle that awareness of and understanding about
the impact of significant past situations and events can be necessary for good
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understanding of self and for maintaining or regaining mental health (Bowlby,
1988, 1998; Buckley, 2016; Fresco, 1984; Glucksman, 2023; Jamison, 2023;
Jennison et al, 2018; Lind et al., 2019; Pickard, 2009, 2014, 2015, 2019; Ryan,
2005; Sharp et al., 2018). Whereas animals that have been traumatized must
be behaviorally retrained in the absence of the ability to adequately recall
and understand the past harm, humans have the advantage of self-
awareness, recall and reflection, and they recover best from adversity when
they make use of these abilities to understand the influence of the past on
the present (Stein, Wilmot, & Solomon, 2016). As Faulkner said, “The past
is never dead—It’s not even past” (see also Shapiro, 2020). Victor Frank,
the author of Man’s Search for Meaning (2004) and survivor of concentration
camps, wrote about his experience in finding meaning in life while painfully
recalling and understanding his experiences of extreme invalidation and
terror. He believed that finding meaning in one’s life is a fundamental urge
and necessity for humans that must be pursued in the context of examin-
ing past experiences no matter how disturbing or painful (see also Wiesel,
1958; McAdams, 2001; Yiu et al. 2022). There are many statements asserting
this necessity for an enlightened life such as “The unexamined life is not
worth living” (Lindsay, 1910), “If you want the present to be different from the
past, study the past” (Spinoza), “Those who cannot remember the past are
condemned to repeat it” (Santayana, 1998), “To study the past is to unlock
the prison of the present” (Lepore, 2018), “History is often hard to digest,
but it must be swallowed whole to understand the present and inform the
future” (Lowenthal, 2016), and “It’s the past that tells us who we are-without it
we lose our identity” (Hawking quote in Ruell, 2016).

When initiating psychotherapy with a borderline patient it is most
important to begin with as open a mind as possible, leaving aside theories,
opinions, assumptions, expectations, as well as views by associates about
BPD (Allen et al, 2011; Woodbridge et al., 2023). The mind of each human
being has a unique combination of characteristics that are best identified
by clearing one’s own mind as much as possible while interacting with
the other mind, gaining not only verbal information but also experiencing
and learning how the other mind is working. This form of “observation” differs
uniquely from the medical examination of a body. It is essential that
the clinician does not present as an expert who uses a formal medical
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model in gaining personal information from a borderline patient, but
instead presents in a somewhat conversational manner as a genuinely
interested and concerned person who wishes to enlist the patient in
collaboratively reviewing her/his condition, life history and treatment
expectations (Bo et al., 2022; del Rio Olvera, 2022; Frances, 2013a, 2017;
Ono & Berger, 1995; Woodbridge et al., 2023). This is because, first,
if a patient was subjected to childhood manipulation and control, she/he
may well experience a more formal or structured interview as having
a similar, underlying purpose, and second, by initiating a collaborative
engagement in exploring the relationship of the past to the present,
the therapist is encouraging the patient to discover or rediscover
the ability for autonomous self-examination that may well have been sup-
pressed (Folmo et al., 2022; Lin et al., 2023; Nolte et al., 2023). Although it
can be tempting to provide some obvious interpretations early on, the very
obviousness can tell us that the patient has defenses against knowing, and
that immediate interpretation may evoke defensiveness and distrust, without
the necessary emotion that comes with self-discovery and self-acknowledge-
ment. This is especially important when a topic has to do with insights that
are likely to bring significant distress. One example was a highly intelligent
patient who Kernberg (1975) would likely have diagnosed as “narcissistic
personality structure with overt borderline functioning.” Her mother had been
very controlling, disliked ‘weak” people, and was hostile to anyone who she
felt was in her way, but this was well-disguised by very proper behaviors
that led most people to consider her an upstanding woman of social and
moral significance. As a child the patient had strongly allied herself with her
mother in the dysfunctional family structure, including trying to be like her
although without such a good disguise. As she moved into adolescence, she
was troubled by a sense that she didn’t know who she was, and she began to
develop borderline symptomatology. After marriage she had three children,
and she was particularly attached to her talented and sensitive son. She had
been in mental health treatment for several years for “depression,” and she
began seeing a new therapist after she became distressed about the mental
disturbances of this early adolescent son. She had raised him very obses-
sively and “correctly” and could not understand why he was “falling apart.” It
quickly became clear to her therapist that, although she consciously wanted
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the very best for him, she was also motivated, without self-understanding, to
undermine any confidence in himself by sabotaging the sensitive and loving
characteristics she most admired in him (her identification with her mother),
such as saying something clearly meant to make him feel bad just as he was
the most open and trusting. The therapist showed an interest whenever the
son came up in conversation but did not challenge her directly or give her an
opportunity to detect what he was easily knowing, somewhat judgmentally,
and what she was working on not knowing (see also Pickard, 2019). It took
a few months before the patient could begin to grasp, largely on her own,
some painful truths about the influence of her mother’s behaviors, and about
the serious harm she was causing to her son, which was accompanied by
considerable distress and regret, and subsequently by much better parenting
and improved spirits.

The clinician must avoid expressing a predetermined theory about
BPD that might draw the patient into more confusion rather than clarity (Allen
et al., 2011; Fonagy & Bateman, 2007). It is important to keep in mind that if
the clinician focuses on a theory about a patient’s problems before engaging
with her/him personally, this can be analogous to the patient entering treat-
ment with an immediate transference bias about the clinician. If the therapist
communicates a view that the patient is neurobiologically her/his own source
of the disorder, while bypassing a genuine exploration of the lifetime experi-
ences, the patient may well re-experience a repeat of a caretaker’s pressure
to abandon the natural self in order to be what the guiding person requires
(Gunderson & Chu, 1993). It is also important that the therapist does not
present a theoretical bias that there definitely must have been or not been
flawed parenting, or that maltreatment did or did not engender the condition.
Exploring, together with the patient, an unclear or unexamined past is not the
same as directing a search for an already decided past. The ability to join with
a challenging borderline patient in a careful exploration of the developmental
social experience, while at the same time avoiding communications that could
interfere with trust and self-discovery, can be difficult. It may take a while be-
fore the patient’s developmental history can become a clearly working topic
of discussion. The clinician must be willing to patiently spend some time
in “active listening” (Bhatia, 2017; Shapiro, 2012; Woodbridge et al., 2023),
being fully in the moment with the patient while learning about and making
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sense of the patient’s expressed thoughts and feelings, and while withholding
advice or interpretation based only on theory or simple guesswork (Choi-Ka-
in, 2018). Relatively silent yet engaged communication has been called “deep
listening”, “rich silence”, “watchful waiting”, “non-interfering attentiveness”
and “compassionate listening”, (Epstein, 2022; Frances, 2013a; Hahn, 2005;
Ono & Berger, 1995), and is accompanied by natural facial expressions and
body postures of focused attention to and empathic engagement with the
patient, rather than the distancing required in classical psychoanalysis. An
excellent way of pursuing information while not being experienced as intrud-
ing or interfering is to ask questions that appear to be simply follow-ups
on something the patient has been talking about, at which point the patient
may be encouraged by the interviewer’'s cautious questioning to consider
both the obvious and the subtler details of his/her experiences (Kohut, 1979).
Sensitivity and tact are particularly important when a parent considered to
be a caring person was also the person whose communications may have
helped to engender the disorder (Denny et al., 2018). Although this cautious
approach takes time, trying to move along rapidly by means of a medical
model of more formal question and answers will likely only sabotage a working
relationship with a borderline patient (Paris, 2018). There are the well-known
and well-understood pressures to complete psychotherapy in as timely
a way as possible. This should also be the aim of psychotherapies for
BPD. However, we must understand that change in Theory of Mind psycho-
pathology requires the development of a personal relationship with a patient
who has deeply ingrained, defective ways of feeling and thinking about self
and others, associated with underlying developmentally engendered neuro-
pathology that must gradually become modified during psychotherapy. We
should always try to complete treatment of borderline patients in a timely
a way as possible, but with the wisdom that we must take the time that is
necessary for satisfactory recovery (Shapiro, 2012).

Insightful understanding of a defective learning experience that led to
the current ToM impairments should not only significantly improve the bor-
derline patient’s mentalizing about self and others, but it should also improve
the therapist’s mentalizing and understanding about the patient’s self/other
difficulties. This collaborative exploration and understanding of the patient’s
life history and its effect on the present mental state provides an excellent
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avenue for developing the patient/therapist personal relationship that is key
to recovery (see Section B2). Following is an example of a borderline pa-
tient who did not understand what had happened during her childhood and
how it had affected her, and the benefit as she and the therapist gained an
understanding of her developmental story. As a child this patient was quite
well-behaved and compliant, and she was clearly her mother’s favorite of four
children. She was very bonded to her very supportive but controlling mother.
However she experienced genuine warmth only from her troubled father.
Her mother strongly supported her musical education and school activities,
as well as moving up the social ladder, and she was always very pleased
with her daughter’s successes. During adolescence the patient presented
herself to the world as a very friendly and spirited person, but by then she
was actually experiencing poor self-esteem, and was increasingly perturbed
and unhappy within the persistent family turmoil. She was a good high school
student, member of the student council, violin player and a popularity contest
winner. She was enrolled at the age of 15 in a summer music camp away
from home. The social environment there was highly supportive and she had
a wonderful time, unlike anything she had ever experienced. She made new
temporary friends and felt an exhilarating sense of inner freedom. However,
when she returned home she began to feel increasingly depressed and also
hopeless about her future for no apparent reason. She subsequently went
away to college on scholarship, where she remained depressed and was an
average student. By that time, she was developing multiple symptoms and
behaviors, including sudden mood swings, episodes of anger at her mother,
relationship problems, some sexual recklessness, feelings of emptiness and
worthlessness, and some suicidal thinking. After college graduation she went
to work in an office, having given up her music entirely. She continued to
engage in troubled, unhappy relationships with individuals who often seemed
to use her for their own needs. She had psychotherapy with a social worker,
and subsequently met with a psychiatrist who diagnosed chronic depression
and prescribed medications that did not provide significant relief. Following a
failed marriage and another failed effort to benefit from psychiatric help, she
finally received insight-oriented psychotherapy. As she began this treatment,
she was both desperate for help and yet quite fearful that there would again
be no benefit. Very gradually and painfully she “opened my eyes” to her
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learned submissiveness to her mother’s self-centered ownership of her mind
and her achievements. She realized that when she had returned home from
music camp she was beginning to exhibit a sense of freedom and of “owning
myself’, and that her mother was taking it all away by subtly sabotaging her,
with added participation by her envious brother. She began to grasp that
her childhood successes had been for her mother’s pleasures and not at
all for her to personally enjoy, and that her mother was unable to tune in
empathically or understand her. She had not previously understood this story
because she had very successfully learned as a child to not understand,
with internalized rules about what to know and what to not know. It was very
difficult and painful to fully acknowledge to herself that this same mother
with whom she had always been bonded, and to whom she still felt bonded,
was also the chief source of her disturbed sense of self and relationship
difficulties. All of her life’s experiences and achievements were now clearly
understood as having been largely for the mother’s needs, with the patient
left to experience even more feelings of emptiness and distress. Analogous
stories have been reported by other borderline patients, suggesting that there
may often be a confusing good parent/bad parent scenario, with both at-
tachment seeking yet an underlying distrust, making it particularly difficult for
them to understand their parent/child relationship experience (Sekowski et al,
2020). It has been suggested that dissociative states in BPD may be related
to the cognitive belief that parenting was okay, but with an emotional sense
that something about it was harmful. The patient’s therapist had become
somewhat over involved in this appealing patient’s plight and her desperate
need for a caring relationship, which became corrected as he now experi-
enced her outbursts of vitriol and anger while being accused of not caring,
of leading her to turn against her mother and her brother, and of causing her
to be even more severely depressed and alone as a result of knowing now
that they had never really loved or cared for her. Her gradual understanding
of the developmental story, gained over four and a half years of treatment,
helped her to mentalize about herself and others in a much-improved way,
to free herself significantly from self-blame for her problems and failures,
and to establish more healthy relationships “with my eyes wide open.” She
rediscovered earlier enthusiasms for music and has since been successful in
career and remarriage. It seems likely that little of this would have occurred
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without the benefit of insight-focused therapy in which she could explore de-
velopmental truths that she had not understood or had hidden from herself.

Considering the abundant evidence of disturbingly adverse childhood
experiences in BPD, why has the consequential influence of the develop-
mental social experience on the state of the adult mind remained so poorly
considered in psychotherapy models for BPD? Three contributing factors are
reviewed here: (a) premature conviction that inherent neurobiological deficits
always underlie BPD; (b) past dramatic failures of psychoanalysis and psy-
choanalytically-oriented insight psychotherapies; (c) the clinician’s distrust of
the patient and the patient’s story, and the patient’s distrust of the clinician
and of her/his own story.

(a) Premature conviction that inherent neurobiological deficits always
underlie BPD: The medical model of BPD holds that defective or limited
neurobiology always underlies BPD, with environmental stressors facilitating,
triggering or contributing to the occurrence of the disorder. Conviction with-
out confirmation has resulted in assumption of this theory as fact in treatment
programs. For example, Gunderson states in Handbook of Good Psychiatric
Management (2014): “Borderline Personality Disorder is significantly heritable.
This means that families need to customize their caregiving to accommodate
the handicaps due to the ... genetic disposition.” Interestingly, there is also
the statement, “What the pre-BPD child has inherited isn’t clear.” Clinicians
can acknowledge that there is still much unknown about heritability in mental
illness, yet they may nevertheless work with psychotherapy models that
present overconfidence about unclear factors, including conviction that the
unclear hereditary factor in BPD must be defective (Dumas-Mallet & Gonon,
2020; Gabbard, 1993; Gould, 1993; Joyner, et al., 2016; Schroder et al., 2020;
Whitehorn, 1963).

In the field of psychiatry the medical model is considered explanatory
for serious mental illness in general (See also Pickard, 2009). This model is
the “concept that mental and emotional problems are analogous to biological
problems, that is, they have detectable, specific, physiological causes and
are amenable to cure or improvement by specific treatment” (Vandenbos,
2007). Why does confidence in this general model for mental iliness remain so
unchallenged in psychiatric theory despite increasing evidence of its lim-
itations (Groopman, 2019, Harrington, 2019; Luhrmann, 2000)? One factor
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is that an inclusive biological theory for both physical and mental disorders
provides a much more economical model that is easier to understand than a
separate model for mental iliness that requires a distinctly differing learning
experience for understanding and treating the obscure mind. This narrow
focus on inherent neurobiology as the source of mental ilinesses has a long
history. Sigmund Freud initially presented a “seduction theory” for neurosis,
apparently based largely on patient reports of childhood sexual abuse, but he
subsequently moved rather rapidly to the theory of “infantile sexuality,” which
holds that the child’s inherent oedipal drives are the key to understanding the
mental disorders that he had first to attributed to caretaker abuse. How do we
understand such a rapid shift from the patient’s reported childhood trauma
experiences to a hypothetical theory of inherent neurobiology? An important
factor for Freud may well have been the social risk of identifying flawed or
abusive parenting as a source of mental maldevelopment. We highly value
the sanctity of the family as a social structure that inherently “knows” how
to raise children, so much so that efforts to explore family caretaking envi-
ronments as sources of psychological impairment in children can be heavily
criticized and even prevented. For instance, if a school child demonstrates
emotional problems it can be easy to examine the teaching environment
while the home environment can be off limits. One can imagine that Freud
became so perturbed and embarrassed about the recurring patient stories
of childhood sexual abuse that he could not continue to believe in his initial
seduction theory and had to find an alternate explanation. Unfortunately,
this resulted in a shift from fully “blaming” the parenting for mental illness to
fully “blaming” the child’s inherent biology, a shift that continues today.
Analogously, multiple reports by patients that they had been sexually abused
as children by clerics were so disturbing that there were persistent efforts
to find alternate explanations such as the “false memory syndrome” (Pope,
1996). The neglect of careful examination of childhood social experiences
as possible prime ingredients of mental illness has persisted throughout the
history of psychiatry, from the classical psychoanalytic focus on the child’s
instincts, to cognitive behavioral therapy that focuses almost entirely on the
present state, and now back to the child’s inherently flawed brain neurobiol-
ogy (Goldfried, 2016), all the while dancing around consideration that there
is a great interval between birth and the present mental state, during which
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the mind originates and develops in a highly vulnerable relationship with the
social environment.

(b) Past failures of psychoanalysis and psychoanalytically-oriented
insight psychotherapies: Dramatic failures of these therapies helped lead to
the discovery of Borderline Personality Disorder. We understand now that
classical psychoanalytic technique is quite contraindicated for borderline
patients. (Fonagy et al., 2023). There is minimal verbal communication
from the analyst, who may also sit behind and out of sight of the patient
according to theory that the patient must imagine the therapist’s personal
characteristics, i.e. develop a transference that then becomes central to
the therapeutic work (Gabbard & Crisp, 2018). However, borderline patients
are already fully marinated in an entrenched, developmentally engendered
anticipatory transference that can quickly lead to increasing apprehension
and distrust when engaging with others, and which becomes immediately
activated by an approach that does not provide clear signs of a
genuinely interested and benevolent clinician who wishes to participate
collaboratively in helping the patient discover a path to recovery (Branas
et al., 2021; Shapiro, 2009; Yeomans et al., 2015). In addition, classical
psychoanalytic theory holds that everyone’s mind works in a certain
inherently constrained way, which can be experienced as controlling by a
borderline patient (see also Frank & Frank, 1991). This theory can also divert
the therapist away from examining the patient’s developmental history.
One example is the concept of “The Unconscious”, defined in the American
Psychiatric Glossary (2003) as “that part of memory and mental functioning
that is rarely subject to awareness,—a repository for data that has never
been conscious or that may have been conscious and are later repressed”.
In the APA Dictionary of Psychology (2007) The Unconscious is described
as “the region of the psyche that contains memories, emotional conflicts,
wishes—that are not directly accessible to awareness but that have dynamic
effects on thought and behavior”. This somewhat abstruse concept about
memory can distract the therapist from simply exploring the patients’
memories of the childhood social environment and its likely influence on
the present mental state.

Nevertheless, there is good evidence that modified psychoanalytically-
oriented, psychodynamic psychotherapy can be quite successful when



108 A New Model for Understanding and Treating Borderline Personality Disorder

therapists are well-acquainted with and understand the requirements for
and challenges of engaging with a borderline patient (Perry et al., 2017).
Frieda Fromm-Reichman was an excellent psychoanalyst and teacher who
successfully treated hospitalized patients diagnosed as having Schizo-
phrenia with psychoanalytically oriented “intensive psychotherapy” (Fromm-
Reichmann, 1950, 1958; Silver, 2000). This took place at Chestnut Lodge, a
prominent private hospital that specialized in the treatment of Schizophre-
nia. Fromm-Reichmann died in 1957, long before the category of BPD was
included in the DSM. Records of patients who had been discharged from the
hospital between 1950 and 1975 were subsequently examined (McGlashan
1986, 1989; Paris, 2005), and it turned out that many patients who had been
diagnosed as schizophrenic were actually borderline, most likely including
Fromm-Reichman’s patient who wrote “| Never Promised You a Rose Gar-
den” (Greenberg, 1992). These follow-up studies revealed that most of the
patients in the group who were later re-diagnosed as borderline had improved
significantly. The surprising success of Fromm-Reichman’s method for
treating such patients most likely resulted from her key modifications to the
classical psychoanalytic model. She did not sit silently behind a couch and
conceal herself from patients, and she was very open to the patient’s life
experiences as being possible keys to understanding the condition. She
was quite interactive as a genuinely interested person who made it clear
that she personally cared, and she was also very alert to structure and
boundaries. She understood and wrote about transference/counter-
transference problems with patients and how to be aware of one’s own
vulnerabilities. She made a strong point of not being intrusive, yet being
interested in exploring any information about the childhood develop-
mental social experience, and then helping patients connect past expe-
riences with the present state. Her successes and those of her trainees
at Chestnut Lodge provide good evidence for the benefit of modified
psychoanalytically oriented psychotherapy for borderline patients. (She
did make the error of mislabelling the “schizophrenogenic mother”,
which most likely reflected her view of childhood histories obtained from
the borderline patients who were misdiagnosed as schizophrenic (see also
Hill, 1955).

Two excellent, evidence-based psychotherapies, Mentalization-Based



Chapter Two: Section B1: Learning from Verbal Interaction 109

Treatment (Bateman & Fonagy, 2012; Choi-Kain, 2018), and Transference-
Focused Psychotherapy (Yeomans, Clarkin & Kernberg, 2015; Yeomans &
Delaney, 2018) provide psychoanalytically-oriented treatment models for
BPD that follow in the path of Fromm-Reichmann’s modified methods (see
also Fonagy, Hepworth & Campbell, 2023). They focus on the transference
and mentalizing problems of borderline patients, providing interventions
for enabling them to overcome these barriers to mental health (Gabbard &
Horowitz, 2009). They acknowledge contributions of childhood abuse and
neglect. However, they also include the concept of inherently limited neuro-
biology. Treatment guidelines, therefore, do not include careful exploration
of parental routine behaviors, temperaments, beliefs, rules and sensitivities
as possible key sources for the self/other difficulties and the symptomatol-
ogies. For instance, Yeomans, Clarkin & Kernberg (2015) state: “We are not
concerned about what is actually fantasy and what is a precise description
of the past. It is a current psychic reality that is a fundamental motivational
factor in the patient’s life because it reflects a psychic structure, and this
structure is the focus of modification in the treatment... Patients with BPD
are by nature insecure in their attachment status.” This view aligns with
the diathesis-stress model. The argument here is that, whereas a “precise
description of the past” may not be necessary for the clinician to grasp the
current psychic reality of the patient, it can be crucial for the patient to gain a
precise understanding of the developmental past and its specific role in the
current psychic reality. In the absence of this understanding the underlying
Theory of Mind impairments will remain unresolved.

(c) The clinician’s distrust of the patient and the patient’s story, and
the patient’s distrust of the clinician and of her/his own story: Distrust
is a huge challenge in the treatment of Borderline Personality Disorder
(Allen, 2023). It is common for clinicians to distrust borderline patients
before they even meet them, and for patients to distrust both themselves
and anyone they begin to personally engage with. A clinician may trust or
rely more on the childhood story provided by the borderline patient’s par-
ent than on the story provided by the patient, despite the fact that “the
patient-and only the patient-knows what it feels like to be him or her”
(Gabbard, 2018). However, there is good evidence that mentally ill patients
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in general are motivated to be honest contributors of information about their
caretaking experiences (Herman, 1992; Otani et al., 2016; Young, et al.,
2011), and there is not good evidence confirming that borderline patients are
significantly less so than patients with other mental disorders. John Bowlby, a
founder of attachment theory, focused on the importance of unambiguously
choosing to accept a patient’s story initially, while also retaining alertness for
errors or falsehoods. He states, “It has a very adverse effect on the patient
to doubt their story. | believe it is far better to believe a story even if you
subsequently find it isn’t quite true than the reverse... In my experience the
shortcoming of what patients tell you is that they don’t tell you important
things, partly because they don’t remember them. Our job is to help the pa-
tient explore his own past, his own thoughts, his own feelings, discover who
he is or what he is. It is important to help a patient sort out what was real and
what is or was fantasy. | would encourage a patient to give me, in the greatest
possible detail, all the memories she has of what was done or what she thinks
was done or said. And | would encourage a patient to go over it, scrutinize it,
look at it, consider it” (Hunter, 1991).

A major problem for obtaining clear and relevant information is the
difficulty developmentally harmed persons can have in understanding and
communicating their childhood histories (Bendstrup et al., 2021; Cicchetti
& Toth, 1995; Herman et al., 1989; Lind et al., 2019). Sufficient information
may be quite a while in coming, and it can certainly be missed if we are not
giving careful attention to clues about the childhood social experience. There
can be a learned obtuseness or “compulsive naivete” in many borderline
patients about what had happened to them because they were often in a
catch-22 situation as children, in which they needed to misunderstand or had
learned well that they were not to correctly understand an adverse caretaking
social environment (Fonagy & Bateman, 2007; Park & Park, 1997). Fonagy
(2000) reported that children can inhibit capacity to mentalize in order to limit
understanding of adverse signals from caregivers (see also Allen et al., 2011).
Bowlby points out that in the case of flawed caretaking, “the last thing a
child wants to believe is that that was horribly true” (Hunter, 1991). Border-
line patients have often become unhappy with and/or angry at their parents
beginning by adolescence, while also developing an increasing sense that
something bad had happened to them. Their ideas about what happened
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may be spotty and distorted, leading to stories that are vague or incorrect
in some ways, but this should not be simply discarded since a confusing
story combined with distress and/or anger is often an important signal of
unrevealed truths. There is a quote from Carlos Zafon (2001). “One of the
pitfalls of childhood is that one doesn’t have to understand something to
feel it. By the time the mind is able to comprehend what has happened, the
wounds of the heart are already too deep.”

“Experiential Avoidance” (EA) is the term for a defense mechanism that
serves to avoid painful or uncomfortable thoughts, feelings and memories,
even if this avoidance leads to poor decision-making (Hayes et al., 2016).
Jones et al. (2019) recently reported a study of experiential avoidance in
inpatient borderline adolescents compared with inpatient non-borderline
adolescents and healthy controls. They found that the borderline group
demonstrated a higher mean experiential avoidance score than either the
non-borderline inpatients or the healthy group. They concluded that “EA
has previously been positively linked to many different types of pathology in
adolescents...results indicated higher levels of EA are uniquely associated
with adolescent BPD.” Defense mechanisms often serve to protect persons
from knowing truths about themselves (Kernberg, 1975; Perry, 2013), but in
the case of flawed caretaking they can be particularly helpful as defenses
against understanding painful truths about caretakers, particularly the
experience that as children they were never loved for who they were. When
a therapist does not anticipate that childhood experiences of a patient could
be a major source of her/his symptomatology, the therapist may be join-
ing with the patient as a partner in this experiential avoidance enterprise
(Woodbridge et al., 2023).
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Section B2 - Learning from Behavioral Interaction:

The development of a genuine, corrective attachment and learning
relationship requires increased interpersonal participation by and
accessibility to the clinician:

The development of an appropriately genuine therapist/patient
relationship experience is an important factor in the treatment of mental
illnesses in general, and is critical for successful treatment of Borderline
Personality Disorder. (Allen, 2023; Jamison, 2023; Shapiro, 2020). When self/
other dysfunction has been engendered by flawed learning in a mismatched
developmental attachment relationship, the verbal learning presented in
Section B1 must be accompanied by a corrective attachment and learning
relationship experience (Alexander & French, 1946; Allen, 2023; Arditi &
Rabellino, 2021; Bo et al. 2017; Branas et al., 2021; Folmo et al., 2022;
Fonagy & Allison, 2014; Hutsebaut et al., 2020; Jamison, 2023; Kim et al.,
2014; Liotti & Farina, 2016; Miljkovitch et al., 2018; Ono & Berger, 1995;
Penner et al., 2019; Riggs, 2010; Ryan, 2005; Skodol et al., 2019). Learning to
successfully participate in healthy relating while insightfully experiencing the
contrast with their maladaptive relating can provide borderline patients with
much improved processing of social information (Riggs, 2010; Sekowski et
al., 2020). Hutsebaut et al. (2020) state that the therapist/patient relationship
can be “a vehicle to unlock social learning,” in which this relationship pro-
vides “a mirror of other relationships enabling learning through experience
and establishing renewed opportunities for learning.” Sharp et al. (2013)
conducted a study of psychotherapy for adolescent inpatients in which their
hypermentalizing was found to be malleable rather than inflexible, and it de-
creased significantly in a treatment program in which emphasis was placed on
forming “close relationships with mental health workers.” Establishing such
a genuine relationship with someone is a gradual process, which can explain
why successful psychotherapy for BPD takes time. Increased research about
how to develop a genuine corrective relationship with a borderline patient,
while at the same time managing the boundary risks, should contribute to
reducing the length of psychotherapy (Lin et al., 2023).

It is remarkable that psychotherapy guidelines for borderline patients,
who have severe impairments in achieving successful relationships, focus
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so strongly on the risks of personal involvement by therapists while having
so much less to say about the necessity to engage in developing a genuine,
interactive relationship for the purpose of helping them to overcome their se-
vere relationship impairments. What modifications must be made to current
psychotherapy models to achieve a successful patient/therapist relationship
(Bo et al., 2022; Finsrud et al., 2022; Stepp et al., 2012; Stone, 2017b; Straus,
2017)? A major challenge for the therapist in working with borderline patients
is the risk of actively engaging in a genuine relationship when it is specifically
with these patients that this can be a such a perilous enterprise (Liotti &
Farina, 2016). We know that if we are distant, as in the classical psychoanalytic
model, the borderline patient will most likely become increasingly disturbed,
but we also know that if we are too open and vulnerable, the patient and the
therapist can both become disturbed. How does the therapist find a way to
engage more actively and genuinely within these boundaries? It is easy to
understand the discomfort and perplexity these patients can engender when
we consider trying to establish a relationship with a person who can appear
to be appealingly very eager to engage in a genuine relationship, and yet
when one becomes at all personally engaged, this same person can then
begin to demonstrate increasing distrust, along with a surprising ability to
influence, confuse and aggravate in ways that sabotage the mentalizing and
objectivity of both the patient and the therapist. If the therapist’s personal
involvement includes a need to resolve his/her own concerns, problems or
desires, boundary violations are particularly likely to occur (Gabbard & Crisp,
2023; Jeong et al., 2022; Wilkinson & Gabbard, 1993). Nevertheless, since
engagement involving a meaningful degree of personal involvement is nec-
essary for good recovery, it is our responsibility to take on this challenge even
though it may seem formidable at times. This is necessary both despite and
because of the well-known interpersonal challenges and boundary problems
that borderline patients present. Instead of remaining in the stands as a coach
who provides more of a one-way relationship involving “technical neutrality,”
the therapist must get down on the playing field of genuine engagement,
while keeping in mind that moment-to-moment self-awareness is necessary,
and that communications must be compatible with the goal of establishing
a trusting and healthy relationship (Allen, 2022, 2023). Genuine, congenial
and respectful interaction by the therapist, involving good mentalizing in an
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appropriately “real” relationship, accompanied by sensitive guidance and
healthy management of boundaries, can provide new learning in a some-
what parenting experience for a patient whose actual parenting lacked a
necessary degree of these characteristics (Folmo et al., 2022; Glucksman,
2023; Sharp & Fonagy, 2008a; Vanwoerden et al., 2019), but it can place
the therapist in a much more difficult situation than the parent whose child
enters the world with an interpersonal blank slate. By the word “guidance” we
mean encouraging patients to autonomously and thoughtfully explore their
own feelings, thoughts, beliefs and behaviors rather than simply imposing
our own feelings, thoughts, beliefs and behaviors. Borderline patients with
significant narcissistic characteristics can be particularly challenging and
require special caution (Choi-Kain, 2018; Gabbard & Crisp, 2018; Kernberg,
1975). Considering the widespread views that borderline patients are likely
to be quite difficult and manipulatively perilous, there could be considerable
reservation about this recommendation to establish a significantly interactive
and genuine engagement that involves the opportunity for increased thera-
pist vulnerability (Fonagy, 2000; Ociskova et al., 2023).

The American Psychological Association Dictionary of Psychology
(2007) defines “boundary” as “a psychological demarcation that protects
the integrity of an individual or group or that helps a person or group set
realistic limits on participation in a relationship or activity.” A key to helping
borderline patients resolve their relationship difficulties is the establishment
of a working dyad involving two minds that initially engage with considerable
caution, but have the opportunity for “thinning,” over time, of the boundaries
of both the clinician and the patient (Hartmann, 1991; see also Whitehorn,
1955). The therapist is not the only person at some risk in this engagement of
boundaries since the borderline patient can be very vulnerable to boundary
intrusions. Paradoxically, along with this boundary vulnerability, borderline
patients can also have a strong boundary against taking risks in trying to
make a change, which hinders new learning (Rizvi & Roman, 2018; Sharp &
Kim, 2015), and which may have become firmer after prior failed therapy ex-
periences. This challenging psychological boundary area, in which the mental
states of the two participants begin to personally engage, is not only the area
for transference risks for both the therapist and the patient, but it is also the
prime area in which the well-prepared therapist can be of the greatest benefit
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in engaging the patient in an enlightening relationship learning experience
(Bo et al., 2017; Gabbard, 2020; Ono & Berger, 1995; Schenk et al., 2019;
Wilkinson & Gabbard, 1993).

Following are comments about the beginnings of the therapist/patient
relationship. When a borderline patient enters the office for the first time and
feels encouraged to be vulnerably open, she/he may not be anticipating
this simply as the beginning of a longed-for new relationship, but also as a
possible repeat of many prior painful relationship failures. This is yet another
paradox of the borderline condition, in that in order to benefit from psycho-
therapy the patient must allow access to her/his mind in a vulnerable relation-
ship with a mentor, and yet it may have been this identical relationship scenario
during childhood development that opened the door to harm and mistrust. In
other words, the psychotherapy relationship setting can return the borderline
patient emotionally to the original trauma setting (Allen et al., 2011). It is there-
fore necessary for the clinician to understand that his/her office can paradox-
ically be both the symbolic location for a longed-for holding environment and
simultaneously the location for psychological harm (Davidson, 2018; Fonagy
& Bateman 2007; Fonagy et al., 2014: Wilkinson & Gabbard, 1993). It can
increase the clinician’s patience with and tolerance for this difficult situation if
she/he anticipates that the patient truly wants help but can also have a valid
historical basis for apprehension and mistrust (Allen, 2022, 2023; Gunderson
& Chu, 1993; Gunderson & Choi-Kain, 2019; Lin et al., 2023; Masland & Hool-
ey, 2020; Woodbridge et al., 2023). It can also be helpful to appreciate the
likely length and depth of the patient’s enduring distress (Glucksman, 2023;
Zanarini et al., 1998), as well as her/his apprehension in returning to this
perilous interpersonal setting when prior relationships or treatment efforts
have led to painful disappointments (Brodsky, 2018; Levy, 2005; Sekowski
et al., 2020; Zanarini & Frankenburg, 1994). An elephant in the office that
interferes with rapport during this initial period of contact is the immediate
negative countertransference of a clinician who is quite wary of the label
and concept of “borderline” even before meeting the patient (Aviram et al.,
2006; Chanen et al., 2017, 2022; Das & Sarkar, 2023; Mulder & Tyrer,
2023; Ociskova, 2023; Papathanasiou & Stylianidis, 2022a,b; Shapiro, 2018;
Stiles et al., 2023). Since borderline patients can be very sensitive and alert
to how others think and feel about them, it is likely that they will quickly
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detect initial degrees of guardedness, unease, disinterest or dislike on the
part of the clinician and then respond in kind (Houben et al, 2018).
It is also likely that they will detect the presence of interest, warmth,
and kindness, even while distrusting this. Since these patients have a
profound need for positive signs, the absence of an initial congenial
demeanor or an expression of genuine interest most likely portends treat-
ment failure even before the first therapy session is over (del Rio Olvera
et al., 2022; Frances, 2013a; Frank et. al., 1959; Jankowsky et al., 2023;
Woodbridge et al., 2023).

Current treatment models do recommend a steady, positive approach
to the borderline patient. It is recommended in GPM (Gunderson, 2014) that
we encourage patients and their parents to have positive expectations for
treatment success, and we certainly must add encouraging clinicians to have
positive expectations to this list (Baumer et al., 2022; Bo et al., 2022; Park
& Covi, 1965; Wenzel et al., 2008). The literature suggests, however, that
positive views by clinicians about borderline patients and their treatment are
not common. For instance, Yeomans et al., (2015) state: “In conjunction with
allying with the patient’s observing ego, it is important that the therapist find
some likable, authentic human aspect of the patient.” This is a step in the
right direction, although the way it is written can suggest that we might have
to search hard to find something human to like. Carl Rogers (1956) coined
the term, “unconditional positive regard” for an approach to others that
clearly signals they are inherently worthwhile. Therapy might be particularly
successful when the therapist can experience natural feelings to some de-
gree compatible with those expressed by Allen Frances (1990), Chairperson
of the APA Task Force on DSM-IV, about his borderline patients: “I feel a
great gratitude to Dr. Stone and to the many wonderful, if once very unhappy,
individuals he describes here.”

To summarize, the clinician/patient relationship can begin with
distrustful transferences on both sides, and whereas the immediate trans-
ference of the patient can be based on the developmental experience, the
immediate countertransference of the clinician can be based on the widely
accepted concept that borderline patients can be unpleasantly treatment
resistant, uncooperative, deliberately provocative, irresponsibly suicidal,
and have a knack for manipulating or trapping others into poor decisions
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and boundary violations (Brodsky, 2018; Fonagy, et al, 2015; Ociskova et al.,
2023; Papathanasiou & Stylianidis, 2022 a, b; Shapiro, 2020). The automatic
assumption that the borderline condition is based on inborn neurobiological
deficiencies can also interfere with an appropriate degree of compassion for
a patient who may have experienced lifelong, developmentally engendered
pain (Dumas-Mallet & Gonon, 2020).

As therapy sessions progress beyond initial contacts, new barriers
to a working relationship can emerge (Liotti & Farina, 2016). When the patient
begins to experience a vulnerable sense of closeness and trust there
are likely to be more alarm bells of being on a journey to harmful intrusion
or duplicity, with increasing hypermentalizing, the “social-cognitive process
that involves making assumptions about other people’s mental states that
go so far beyond observable data that the average observer will struggle
to see how they are justified” (Sharp et al., 2013). While this hyper-
mentalizing is considered to involve inherent neurobiological limitations,
a better explanation can be that when these patients experience more
vulnerability they also begin to inaccurately attribute characteristics to the
clinician that they may have rather accurately perceived in their caretaking
social environment. Increasing uncertainty about the feelings and motives
of the therapist can quickly lead to increasing apprehension of psycho-
logical danger. Alternatively, the urgency to find acceptance and love
can sometimes turn uncertainty into intense anticipation of developing a
uniquely special or even romantic relationship. This hypermentalizing
should gradually decrease as the patient continues to experience a reliable,
steady relationship. (The frequent failures of marriages may not be due
simply to the borderline person’s impaired interpersonal behaviors but
also due to selection of inappropriate partners. A developing healthy in-
timacy with a potential partner can elicit the inherent epistemic trust that
has become permeated with mistrust, leading to the paradox of selecting an
inappropriate partner who does not elicit this disturbing mix of trust and
distrust.) When interpersonal stress rises in the clinician/patient relation-
ship it can be helpful to inform the patient that this is understandable, and
that successfully working it through together can be a key to establishing
successful engagements with others in the future (Gutheil, 1985). There was
a compassionate young resident who repeatedly hurried over to provide a
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crying young patient with kleenex for her tears, until she slapped him firmly
and exclaimed that it was her right to cry if she needed to. After the resident
recovered from brief feelings of hurt and invalidation, and also expressed an
empathic understanding of her reaction, there was much improved discus-
sion and rapport (Wilkinson & Gabbard, 1993).

What kinds of professional and personal characteristics will provide
the clinician with the best tools for success in treating borderline patients?
Gabbard and Crisp (2018) state: “Psychoanalytic thinking has evolved
beyond a one-person psychology in the past few decades such that the
inter-subjectivity of any therapeutic dyad is a given. In other words, each
member of the dyad enters the relationship with an internalized family system
and idiosyncratic self-structure that has emerged from an imperfect past.
With all their baggage in tow, the two partners in the enterprise then jointly
create the atmosphere of the therapy” (see also Allen et al., 2011; Glucks-
man, 2023; Shapiro, 2012). Examination of the psychological characteristics
of both members of this therapist/patient dyad must be included in research
investigating optimal ways to help the borderline patient have a relationship
experience that can lead to successful relationships beyond the therapy
setting (Bernanke & McCommon, 2018; Betz & Whitehorn, 1956; Bo et. al,
2017; Brandchaft & Stolorow, 1984; Folmo et al., 2022; Fonagy & Allison,
2014; Gabbard, 1993; Gardner et al., 2021; Gunderson, 2014; Nolte et al.,
2023; Ono & Berger, 1995; Ryan, 2005). There is still much to learn about how
the therapist can best elicit healthy, natural mentalization in patients, while
also demonstrating appropriate management and flexibility of boundaries,
and exhibiting her/his own management of stress that may be engendered
by challenges from the patient (Shapiro, 2020). Should there be, and when
should there be, appropriate degrees of self-disclosure by the therapist of
personal thoughts and feelings that might facilitate patient improvement, such
as acknowledgement of similar experiences, acknowledgement of errors in
communication, presentation of thoughtful agreements and disagreements,
communication of warmth, empathy and the feeling of caring, confirmation
that the patient’s verbalizations and behaviors have engendered feelings of
stress, approval, disapproval, apprehension, warmth, closeness, irritation or
distancing, and provision of advice about constructive ways to express ones
ideas and feelings to others (Allen, et al., 2010; Allen, 2022, 2023; Branas et
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al., 2021; Dubose & Linehan, 2005; Gabbard, 2020; Glucksman, 2023; Hepp
et al, 2018; Moody et al., 2021; Nolte et al., 2023; Wiesel-Barth, 2018; Wilkin-
son & Gabbard, 1993)? The patient’s experience of the therapist’s ability to
mentalize appropriately when under interpersonal stress engendered by the
patient, while also respecting and encouraging the patient’s right to express
his/ her own thoughts and feelings, may be particularly valuable for a border-
line patient (Davidson, 2018; Fonagy et al., 2015, Shapiro, 1978; Woodbridge
et al., 2023). This of course requires the therapist to have a well-working
Theory of Mind, with clarity about his/her own self/relationship functioning,
sensitivity to and perceptivity about others, and the maturity, preparation and
courage for managing uncertainty and the persuasive abilities of a challeng-
ing patient (Davidson, 2018; Fonagy & Bateman, 2007; Jamison, 2023; Osler,
1958; Whitehorn, 1963). These characteristics would be of great benefit for
any practitioner of medicine or other health-care professional, but are of par-
ticular significance for engagement with the troubled mind of the mentally ill.

It can occur to us, as we work with these patients, that we are learn-
ing something about ourselves, including gaining more clarity about our
own childhood experiences and their influence on our adult relationships
(Frances, 2013; Glucksman, 2023). It is generally understood that all
parenting has imperfections and flaws, and that we all have some degree
of self/other limitations resulting from our developmental experiences. Might
research reveal that therapists who work particularly well with borderline
patients have a significant degree of interpersonal sensitivity and a natural
inclination to be trusting and open with others, as well as having had to
resolve issues about their own childhood developmental experiences
(Betz & Whitehorn, 1956; Fonagy & Allison, 2014; Frank & Frank, 1991;
Whitehorn, 1955)? Would therapists having such personality characteristics
also be more susceptible to boundary violations? Some borderline patients
who had a needy parent learned to provide a caring or nurturing feeling
to the parent, a role-reversal labeled “parentification” (Hooper, 2007, 2011;
Liotti & Farina, 2016). Such patients can be very appealing for a sensitive
therapist who is nurture-deprived himself/herself and who communicates
vulnerability (Jeong et al., 2022).
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Section B3:
Identifying Social Intelligence Potentials, including possible talents, and
then encouraging patients to make good use of them.

Borderline patients can simultaneously feel desperate for something
to change in their lives, and yet quite fearful of taking the risk of making
any changes. DBT emphasizes the importance of resolving this resistance
to change, advising therapists to not be “afraid to push clients in a way that
could be beneficial to them” and to encourage patients “to try harder and
be more motivated to change” (Rizvi & Roman, 2018; see also Branas et al.,
2021; Grenyer et al., 2022; Woodbridge et al., 2023). This can be particularly
important for patients with a history of misdiagnoses and failed treatments,
who experience some solace and security in simply finding a comfortable
treatment relationship that requires little or no change or progress. It can
be very helpful for motivating change if the clinician observes signs of pos-
sible unrecognized or undeveloped potentials and abilities, such as special
interests or talents, creativity of thought, quest for knowledge about a par-
ticular subject, signs of interpersonal abilities, sensitivity to, empathy for or
perceptivity about others, or a desire to help others, and then encourages
the patient to consider how to better understand and to benefit from these
characteristics and interests, such as exploring social, educational and career
opportunities, or volunteering in community or other organizations (Kernot et
al., 2023; Pickard, 2015; Zeitler et al., 2020).

Following is an example of a borderline patient’s discovery of unrec-
ognized and undeveloped abilities as he gained insight and understanding
about his childhood history of flawed learning rather than just a history of
flawed behaviors. The patient was a bright young scientist who had received
prior treatment for chronic stress and depression, episodic heavy drinking,
self-dislike, disturbed relationships, setbacks in career goals, troubling in-
teractions with his wife, and occasional suicidal thinking. He had responded
poorly to medications, cognitive behavioral therapy and marital therapy.
He was an only child, and he pictured himself as having been a burden on
his very proper parents because he was “difficult” and “too touchy.” Over
time a story emerged of an authoritative mother and a somewhat distant
father. The patient’s wife confirmed her observations of this parental sce-
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nario. In a meeting with the parents, the mother appeared cooperative, but
with many strong opinions, and the father deferred to her opinions. Early in
treatment the patient avoided discussion of the quality of parenting except
when it came up during joint sessions with his wife, and he then tended
to make excuses for his parents. Any symptomatic progress came slowly.
At times he appeared to think about and understand workings of his mind
more clearly, but then he would return to a state of discouraged perplexity.
This was in clear contrast to his progress in group therapy, where he soon
began to demonstrate good and on occasion excellent understandings about
other members that could sometimes be surprising. Group members began
to engage with him for his comments and advice. In individual therapy he
was encouraged to contemplate and take advantage of these interpersonal
abilities, and to consider them in exploring his developmental experiences.
During an individual session one day when he was in a somewhat buoyant
mood he rather abruptly went into more detail about his childhood, insisting
that the therapist must understand and believe how destructive his parenting
had been. He colorfully described his childhood environment as an oasis
in the desert where, as an only child, he was isolated with his parents. The
oasis had no well water (nurture), and so to stay alive he was forced to spend
his time alone, lying face down and sucking on the damp sand which was
also covered with dog dung, his description of combined neglect and abuse.
He described confusing criticisms and occasional mild physical abuse from
his stern mother, along with absence of warmth or affection. This included
criticism of his “girly” sensitivity and occasionally being confined in a closet
for reasons he could not recall. After this session, the topic was dropped
as he moved to other issues. Several weeks later, during discussion of an
incident involving his parents, he was reminded that his story was well-
remembered and understood. At first, he appeared bewildered and asked
what story was this, and when it was presented he became distressed and
said that he didn’t really believe that story, that he must have been in an altered
state when he told it. When urged further he finally said that it was important
for the therapist to know and to believe because then he could be helped, but
that probably he could never believe such an awful story, even though true.
In subsequent sessions he gradually became able to maintain attention to
and understanding of past childhood realities, putting two and two together
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regarding his pattern of experiencing the present in terms of the past. This
was accompanied by considerable depression, which is the case for many
borderline patients as they better understand past truths, since although “the
truth will set you free,” the full truth can also bring out much pain about
the past, including deep regret over never having been able to experience a
loving and happy childhood (Gunderson & Chu, 1993; Meehan et al., 2018b).
Subsequently, he told the group that he had to go through the pain of looking
at his past in order to change his future rather than to keep repeating his past
in the present over and over. By the conclusion of four years of therapy he was
doing well, was in good spirits, and his marriage had improved markedly. He
had developed social skills during the group therapy experience that helped
lead to a successful business enterprise involving good working relationships
with a partner and employees. In the group he quoted Shakespeare while
describing his therapy experience: “Ignorance is the curse of God; knowledge
is the wing where-with we fly to heaven” (Shakespeare: Henry VI; see also Yiu
etal., 2022). Interestingly, his parents had sought professional help forhimas a
difficult child, and he recalled that during meetings his mother was the perfect
picture of a concerned mother who was knowledgeable about child-raising
literature, while his father was the very picture of a responsible gentleman. He
believed that nothing in those interviews would suggest adverse parenting
behaviors, such as his mother’s likely responses if anyone would actively
explore or challenge her views.
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Section C: Group Therapy and Group Living

Group therapy provides the borderline patient with a real-life
opportunity to work through difficulties in developing satisfactory relation-
ships (Arntz et al., 2022; Bo et al., 2017; Folmo et al., 2022; Pickard, 2009;
Price, 2019; Woodbridge et al., 2023). Arranging for hospitalized borderline
patients to live together in monitored, interactive environments can also have
significant benefits, particularly if group therapy is included (Barr et al., 2020;
Beck et al., 2017; Gunderson, 2014; O’Connell et al., 2016). This can provide
the “horizontal identity” experience described by Andrew Solomon (2012).
He identifies two modes for the transmission of identity. The principal one is
“vertical identity” that is passed from parent to child. However, sometimes a
child has traits that are quite foreign to and/or bothersome to the parents (Wall
et al., 2018), as may often have been the case for borderline patients. Such
individuals can develop a sense of horizontal identity during the experience
of engaging with peers who have similar childhood histories and/or traits,
appreciating and empathizing with them, and thereby with themselves.
Solomon’s book covers many traits that can benefit from a horizontal
identity experience including Gay, Deaf, Dwarfism, Down Syndrome, Autism,
Schizophrenia, and also “Prodigy.”

Section D: Family engagement in treatment programs

It may be indicated or necessary for the clinician to engage with the
parents of adolescent and young adult borderline patients, as well as with
other family members and non-relatives (Choi-Kain & Sharp, 2021; Shapiro,
1992). As with many treatment protocols, it is good to keep in mind that
one size may not fit all. We have the responsibility to consider the patient’s
wishes rather than to immediately press for conformity to a particular treat-
ment model that includes family participation. A patient’s preference for very
limited or no involvement at all with parents can be appropriate when she/
he is searching for autonomy of thoughts and feelings that may have been
suppressed during the caretaking experience. It can often be a good idea to
see parents of adolescents separately for counseling, especially when this
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is welcomed by the patient (Choi-Kain & Sharp, 2021; Sharp, 2021). Parents
can also benefit from inclusion in parent groups that include a mentalizing
experience about self and others (Brumariu et al., 2020; Hutsebaut, et al.,
2020; Penner et al., 2019; Sharp et al., 2020; Stefanatou, 2022; Vanwoerden
et al., 2021b).

Gunderson (2014) has made important contributions for resolving
incorrect family beliefs and pessimistic expectations about the borderline
condition and its treatment, that can then enable the family and the patient
to engage with one another in a more positive way (see also Furnham et al.,
2015; Gunderson & Palmer, 2019). Patients and parents are informed that
prognosis with treatment is quite favorable, and that no one is responsible for
an iliness involving inherent limitations. The patient is relieved that she/he is
not personally to blame as a difficult person, and the parents are relieved that
they are not to blame for their understandable failure to resolve the patient’s
troubling characteristics. An important modification to this approach would
be to emphasize that much about the borderline condition and how to pre-
vent it remains unknown, rather than to suggest inborn deficiencies (Cooper
et al., 2018), and to add that although the patient’s temperamental features
have presented difficulties for parenting, therapy may well reveal that there
are underlying positive potentials that can actually be of benefit in the future
(Boyce, 2019). The patient may now experience improved rapport with more
hopeful parents, along with the prospect of discovering something of value
within herself/himself. Some treatment programs have recommended that
patients can move forward by forgiving the parents for child-raising errors.
This can muddy the waters since “forgiving” can be a cousin to “blaming.”
Family reconciliation goes best with new mutual understandings, along with
regrets about what happened, and then embarking positively in discovering
a new kind of relationship (Gunderson & Chu, 1993).Informing families that
progress is being made in understanding the nature and origins of BPD, and
that borderline patients may even harbor inherent mental assets, can also
open the door for both patients and parents to participate in investigational
research. Many parents and patients would be enthusiastic about altruistic
collaboration in research that searches to understand the borderline condi-
tion, to identify pre-borderline children, and to discover how to parent them
(Dare & Nowicki, 2015; Tusiani-Eng & Tusiani, 2018).
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Section E: Pharmacotherapy

There have been valiant efforts to develop successful drug and
other somatic treatments for BPD. However, results have been very
disappointing (Chanen et al.,, 2022; Gunderson & Choi-Kain, 2018;
Gartlehner et al., 2021; Lieslehto et al., 2023; Mercer & Links, 2019; Paris,
2015; Shapiro-Thompson & Fineberg, 2022; Silk, 2018; Stoffers-Winterling,
Storebo & Lieb, 2020; Stoffers-Winterling et al., 2022). Even more surprising
has been the discovery that BPD nevertheless responds very well to psycho-
therapy. Jonathan Lear and others have argued that drugs can resolve symp-
toms but do not solve problems (Lear, 1990; Mintz, 2019; Park & Imboden,
1970), and borderline patients are overwhelmed by complex problems in
understanding self and others. Lear states: “For all their immense value in
relieving human suffering, there is no evidence that drugs can treat more than
the grossest of psychic phenomena. That there will be marvelous advances
in neurology and psychopharmacology is beyond question; that they will
solve the conflicts inherent in living this particular life is fantasy” (see also
Jamison, 2023; Ono & Berger, 1995).

Borderline patients frequently express a wish for medication. Despite
the poor research evidence for pharmacological benefit in BPD, there is good
evidence that patients can nevertheless experience a helpful placebo benefit,
particularly when the patient is in psychotherapy and the therapist presents
positivity about likely helpful symptomatic relief during the therapy (He et al.,
2018; Kirsch, 2017; Park & Covi, 1965; Rickels et al., 1971.) Empathic collab-
oration with the patient in making a medication decision can also contribute
to the development of a working clinican/patient relationship (Fineberg et al.,
2019). When prescribing a drug for a borderline patient, it is important that
the clinician emphasizes that this is for symptomatic relief and may not help
in resolving self/other problems, such as difficulties with self-esteem and re-
lationships, that will respond best to working together for resolution. This can
help in two ways. The patient will be less likely to be painfully disappointed
and discouraged if there is no or minimal benefit from the drug, which can be
accompanied by decreasing expectation for treatment success. (Baumer et
al., 2022). Secondly, the patient will be less likely to conclude that a somatic
treatment means that her/his condition must have an inherent basis. There
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are good research findings with depressed patients showing that when they
believe there is an inherent, biological basis for their condition, not only is
expectation for improvement diminished, but improvement itself is dimin-
ished (Dumas-Mallet & Gonon, 2020; Lebowitz et al., 2021; Perricone &
Woo-kyoung, 2023; Schroder et al., 2020).

Drugs should be helpful, of course, for separate, co-occurring
disorders such as Major Depression, PTSD and Anxiety Disorders
(Stoffers-Winterling, Storebo & Lieb, 2020). However, even when prescribed
specifically for co-occurring conditions, drugs are often not as helpful as
one might hope (Silk, 2018; Shapiro-Thompson & Fineberg, 2022). This is
likely because there can be differing sources for similar or even identical
depressive, anxious and PTSD symptomatologies in BPD, one being symp-
toms that are integral to the painful self/other impairments, and the other
being the separate conditions that may or may not have been engendered by
separate etiology (Goldfried, 2016). Symptomatology that is inherent to
the self/other impairments does not respond to medication, but instead
responds gradually to psychotherapy that focuses on resolving the patient’s
self/other problems. The best way to distinguish these two sources of symp-
tomatology is to try medications since they should provide clear benefit for
a separate, co-occurring condition, whereas symptoms imbedded within
the Theory of Mind dysfunctions will likely remain “treatment resistant” to
drugs. This likelihood of two separate sources for the same types of symp-
tomatology in BPD has not been a significant topic for research (Gunderson
& Phillips, 1991; Gunderson & Sabo, 1993). Unfortunately, the erroneous
assumption that clinical depression cannot be inherent to BPD, along with
the absence of the words “depression” or “depressive” in the DSM criteria,
continues to contribute to the failure to identify BPD when diagnosing and
treating depressed adolescents and young adults, with the very unfortunate
result that so many of these patients can suffer incorrect treatments for
several years before the correct diagnosis is finally established (Das & Sarkar,
2023; Ha et al., 2014; Stanley & Singh, 2018; Tedesco et al., 2023).
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Section F: Summary

Current psychotherapy models for Borderline Personality Disorder
provide symptomatic improvement to the degree that patients no longer
meet the criteria requirement for the borderline diagnosis. However, they do
not provide adequate resolution of the persisting Theory of Mind impairments.
Three necessary modifications to these models are recommended. Confirm-
ation that they will result in improved social adjustments requires psycho-
therapy research that includes them in treatments. Such research must
include not only examination of the patient’s verbal communications and
behaviors, but also careful study of the therapist’s verbal communications
and behavioral involvement in the therapist/patient relationship. Close ex-
amination of interactive communications and behaviors during transference
and countertransference engagements should provide particularly pertinent
information (Gabbard, 2020; Wilkinson & Gabbard, 1993).

The complexity involved in the psychotherapy of BPD should alert us to
the necessity to reinvigorate psychotherapy training for psychiatric residents
(Lin et al., 2023; Moran, 2022; Papathanasiou & Stylianidis, 2022b; Pretsky et
al., 2023; Shapiro, 2012; Tadmon & Olfson, 2022; Woodbridge et al., 2023).
Residents in Psychiatry today are taught to work largely within the medical
model that they had learned in medical school. The medical model provides
guidelines for obtaining information from and working with patients by means
of questioning, observation, examination and explanation. However, to work
successfully withimpairments of the mind itis also necessary toactively engage
one’s own invisible mind in developing a collaborative working relationship
with the invisible mind of the patient in order to correctly experience, under-
stand and help to improve how that mind is operating (Cervantes et al., 2023;
Chisolm & Lyketos, 2012; Jamison, 2023; Slavney & McHugh, 2016). During
this engagement each mind is influenced by the workings of the other mind.
As a trusting relationship develops, patients can be encouraged to further
explore thoughts and feelings about themselves and others, including about
the therapist, and to explore their developmental history and its relevance
to the current mental state (Bhatia, 2017; Binder, 2016; Lewis, 1991; Pincus
et al.,, 2017). The development of this relationship requires special
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expertise beyond the medical model since the mind, unlike a body organ, is
not only invisible, but it can choose to control and shape the information it
reveals about itself (McHugh, 1999, 2002). In the case of a borderline patient
there is the additional challenge that the mind presents a mixed salad of often
contradictory ideas and feelings that includes a very flawed understanding of
self and others, an unusual ability to influence the minds of others, and con-
fusing efforts to achieve intimacy combined with deep distrust of others. Over
a period of time a meaningful degree of intimacy can nevertheless develop
that can become largely pleasurable for both the patient and the resident, but
whereas the pleasure for the patient is in the understanding, validation, sup-
port, insight, guidance, structure, caring, warmth, nurture and improvement
provided, the resident must be able to limit her/his pleasure to the develop-
ment of a successful working relationship and the resulting improvement, in
the absence of resolving other personal issues and needs (Gabbard & Crisp,
2023; Wilkinson & Gabbard, 1993). This protective psychological/emotional
boundary in an otherwise genuine relationship provides a uniquely secure
self/other learning experience for the borderline patient that is not available
in other relationships. The recommendations presented here are directed to
the treatment of Borderline Personality Disorder, but a clinician who can
engage successfully with borderline patients should be well-prepared for
psychotherapy in general.

When the source of a disorder is an “external” factor such as childhood
psychological adversity, prevention becomes a fundamental issue since the
removal of the external factor should result in 100 percent prevention of the
disorder. Research confirming that flawed caretaking can be the full source
of BPD would be an extremely helpful finding because we would then know
exactly where to direct prevention efforts (O’Grady & Hinshaw, 2023). A bias
against examining caretaking as a likely source of BPD can, paradoxically,
be a bias against researching how to parent highly sensitive pre-borderline
children. Even the best-intentioned parent can feel at sea when responding
to a sensitive pre-borderline child’s challenges in the absence of clear guide-
lines, such as those available for autistic and ADHD children. Essentially all
parents wish to have a mentally healthy child, and harmful errors in parenting
are largely due to ignorance rather than simply discomfort, incorrect beliefs,
poor self-control, indifference or malevolence (Branas et al., 2021; Shapiro,



Chapter Two: Section F: Summary 129

2020). There are likely many cases of BPD in which reasonably caring par-
ents found their child’s sensitivity and associated behaviors to be abnormal,
requiring a disciplinary or other negative response, without any understand-
ing of a likely need for a specific kind of enhanced parenting. This would
include responsible parents who did their best to work with pre-borderline
children and who, as the children became older, were able to figure out how
they could have done better only if they had been provided with the nec-
essary advice and knowledge. We are confident that many parents would
welcome the opportunity to participate in research about how to understand
and parent pre-borderline children if presented to them correctly.

There is a multitude of parenting guidance books, but they must
focus much more on the influence of routine everyday parent-to-child verbal
and behavioral messages, including expressions of opinions, directives,
control, beliefs, biases and rules, as well as degrees of warmth, love, patience
and empathy (Allen, Liebman, Park & Wimmer, 2001; Cicchetti & Toth, 1995;
Franssens et al., 2021; Garner & Yogman, 2021; Kerr et al., 2021; Stepp et al.,
2012). It is most important to educate parents that self/other abilities are
learned, just as languages and other school subjects are learned,
requiring enlightened guidance and support, along with thoughtful respect
for the child’s communications, and with provision of a necessary degree of
mental autonomy for the developing Theory of Mind (Sharp, 2021).
Prevention of disordered Theory of Mind requires improved educational
opportunities not only for parents and prospective parents, but also
provision of more expertise to other mental health professionals,
pediatricians, (see American Academy of Pediatrics, 2012), teachers,
counselors and researchers.
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