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Mental health clinicians are increasingly confronted with patients whose intense emotions and persistent, maladaptive behavior are challenging to understand and often difficult and frustrating to treat. Many of these individuals manifest a constellation of symptoms and behaviors which the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) defines as borderline personality disorder. These symptoms include severe problems in sustaining close relationships, with dramatic shifts from idealization to devaluation; self-destructive behavior, such as substance abuse or suicidal attempts and gestures; volatile feelings, unstable moods, and identity confusion. Along with impulsiveness and lack of self-control, there is an absence of empathy and cognitive awareness of their impact on others which can lead to grandiosity, distorted versions of reality, and even to “remarkable cruelty” (Fonagy et al., 1991, p. 205). In conversations, responses are vague, tangential, and overpersonalized, with affect and word usage odd. And in treatment, affective instability and demands for special consideration and instant availability can be overwhelming.

Although DSM-IV outlines a borderline profile, there is still a lack of agreement that these individuals comprise one distinct diagnostic category. Fromm, for example, asserts that borderline personality is not an entity, but some vast developmental area between neurosis and psychosis. Meanings of the term have changed, thus indicating its ambiguity. It has been suggested that many of Freud's famous neurotic patients would qualify as borderline or that previous diagnoses such as hysterical or psychopathic are now more precisely identified with the disorder. Borderline has become one of the common psychopathologies of our era.

During the past several decades, direct observation studies of young children and adults, as well as object relations theories, such as those of Winnicott (1965), Kohut (1977), and Kernberg (1967), have deepened our understanding of the more serious mental disturbances. As a result, there has been a gradual shift from viewing psychopathology in terms of oedipal conflict to an emphasis on the pathogenic effect of preoedipal experiences, in particular a lack of attunement between the infant and its primary caregiver (typically its mother). Likewise, John Bowlby, in his formulations of attachment theory (1969a , 1973, 1980), recognizes the significance of the mother-child bond for future mental health and, using an ethological (animal behavior) framework to describe its dynamics, explains psychopathology in terms of disruptions or adverse experiences with key attachment figures, both current and past. Although Bowlby's interpersonal approach is now well represented in the literature, there is still relatively little on application to clinical practice with adults, especially those with severe emotional difficulty.

This article applies attachment concepts to adults whose symptoms would meet the DSM-IV criteria for borderline personality disorder. Conceptualized as a disturbance of attachment, adults with borderline pathology exhibit wide fluctuations between a desire for attachment and an emotional detachment, or disengagement from others. Their internal world lacks coherence in both thinking and affect regulation and their behavior is aggressive and ambivalent, but with an egocentric view of these patterns and feelings. Psychotherapy provides the experience of a reliable attachment which helps stabilize moods while at the same time attempting to put together a narrative of influential life events, for instance, harsh caregiving or permanent losses, and the meaning given to them.
The origins of attachment theory can be traced to research studies of both children and adults dealing with separation or loss from main attachment figures, and also to Bowlby's discovery of ethology and its potential to replace drive theory for understanding motivation. Integrating ethology with psychoanalytic object relations theory, as well as concepts from systems theory, cognitive psychology, and information processing to explain defenses, Bowlby conceived a biologically rooted, lifelong attachment behavioral system which promotes proximity and feelings of security. Beginning with an infant's innate tendency to seek closeness and maintain an affectional bond with its mother, attachment behaviors become organized around caregiving figures and are elicited at times of physical or emotional distress (Bowlby, 1969a ; Karen, 1994). Through ongoing interactions with those around them, children absorb messages and impressions of how relationships work and thus begin to form a set of assumptions or “working models” about themselves and their capabilities and what they can expect from others. Individuals of all ages use this assemblage of conscious and unconscious, cognitive and affective representations to assess conditions of the moment, forecast the future, and make plans for relating to the world (Bowlby, 1988; Bretherton, 1988; Holmes, 1994).

When parents are accessible, sensitive, and responsive to their child's attachment behaviors, working models will likely reflect security and confidence in the reliability of others as well as feelings of oneself as competent and worthy of care and comfort. With this foundation of a “secure base” in others, children move out into the world, exploring new experiences and relationships, while also sure they can return to find attachment figures available and supportive if they are needed.

Bowlby sees attachment as complementary to exploration. However, attachment takes precedence over exploration. Lacking a secure base, curiosity and willingness to explore is inhibited. Working models may become rigid and difficult to update, and access to information and feelings necessary for adaptive functioning are cut off. These defensive maneuvers can be carried into subsequent relationships, affecting the ability to deal with stressful situations such as separation or loss.

An adult who has internalized disturbed family attachment patterns is thus more vulnerable to psychological breakdown when confronted with adversity. Psychopathology, of any severity, is perceived according to individuals' difficulties in relating to others and not in terms of traditional diagnostic categories. Symptoms are considered to derive from similar underlying unmet attachment needs, so any differences are mainly a matter of degree, age of occurrence or surrounding circumstances and cannot be expected to correlate with DSM classifications. Although Bowlby initially focused on actual events such as lengthy separations because they could be systematically studied, he describes a range of parenting behaviors, from child abuse and/or neglect, lack of affirmation of the child's perceptions and feelings, to threats to abandon or withhold love which can undermine the continuity and security of attachment bonds. Those who grow up to exhibit a borderline personality would have been subjected to more severe and/or prolonged discontinuities or mistreatment in earlier relationships. From repeated failures to find attachment figures comforting and caring, developmental pathways are diverted from healthy outcomes, and there is, instead, this incapacitating personality organization.
Using ethological perspective, borderline personality disorder is conceived as a condition of profound insecure attachment, with extreme oscillations between attachment and detachment, between a longing and yearning for secure affectional bonds alternating with a dread and avoidance of such closeness. Working models show a lack of coherence, especially in relationships with others, and in affect regulation. Due to early traumatic childhood experiences, systems mediating attachment feelings and behavior have been deactivated and distorted, resulting in a heightened sensitivity to separation and loss. However, because thoughts and feelings have been disconnected from the circumstances that elicited them, these individuals are not aware of why they react as they do. They are desperate for a secure base but are afraid to allow themselves to be attached to anyone for fear of rejection and abandonment and the anxiety and anger to which that would lead (Bowlby, 1979). It is the conflict between attachment and exploration, between maintaining distance while wanting connection, that accounts for the vacillating moods and behavior. Borderline individuals are preoccupied with regulating space because they do not feel the “invisible elastic” (Bowlby, 1969b , p. 45) of attachment from which to venture forth, either emotionally or physically. They cannot defend against separation anxiety, for example, by holding a sustaining image in working models when separated or by soothing themselves.

An ethological approach considers fear of separation a universal response to retain attachment and protection at times of threatened disruption. When moderate, these responses are functional. Anxiety connotes apprehension that an attachment figure will be inaccessible or rejecting, while anger is a response to frustration, a reproach to endangering a bond, and also a deterrent to not repeating hurtful behavior. Anger and anxiety tend, moreover, to aggravate each other. Inconsistent or unreliable caregiving can heighten these feelings, but instead of distress being terminated by the responsiveness of an attachment figure, there may develop chronic fear and anxiety combined with bitter anger and resentment. Similarly, the “defensive numbing” of detachment can persist beyond reunion and even into adulthood.
In applying concepts of attachment and separation to treatment, Bowlby (1977, 1988) sees the role of the therapist to provide a consistent, affectional relationship, a secure base, both in the therapeutic bond and in the physical setting of therapy, from which to explore current and past attachment-related experiences. Winnicott (1965), Bowlby (1988), and Farber and colleagues have equated the therapeutic relationship to that of a reliable caregiver and child. With borderline clients, this could involve an environment which promotes a “relationship of safety” for exploration of experiences and processing of negative affect, but also sets limits and defines reality. Sperling notes the importance of focusing on current functioning in the outside world while Schore emphasizes the role of the therapist to be affectively attuned to the client. Attunement and responsiveness offer a holding environment (Winnicott, 1965) that is especially important with the fluctuating rage, anxiety, and panic of borderlines. The therapist models a pattern of relating and modulation of emotions that clients gradually acquire and make their own rather than those they split-off and project. Through internalizing the quality of the therapist's responses, the client begins to acquire a more accepting view of self, to repair past disappointments, and to modify defenses which were designed to deal with the terror and pain of separation.

The implicit notion of attachment theory is that defensive processes are interpersonal, with two basic patterns, avoidance and anxious-ambivalence, particularly relevant to borderline adults. The pattern of anxious-ambivalence includes clinging and pleading for attention and can alternate unpredictably with a reluctance or fear of engaging in therapy. Because of insecure early attachments, borderline clients come to therapy hoping to find the idealized parent they never had, but actually expecting rejection. Summers portrays these polarized feelings of borderline transference like “walking a tightrope”, a suspension between the need for attachment and protection and a tremendous fear of separation and abandonment. This almost unbearable dilemma creates feelings of helplessness and tension and finally upsurges of anxiety and anger. Besides having to deal with such an intensity of emotions, the strain of entitlement, lack of boundaries, and demands for special attention can be trying on a therapist's patience (and equilibrium!).

Throughout, the therapist tries to stay steady and reliable, focused on establishing a trusting relationship, while aware of constant testing and sensitivity to the slightest hint of criticism or disregard. The therapist also knows that it will take time to overcome this tremendous fear of attachment, and that only as clients feel “really heard and adequately understood” (Casement, 1991, p. 115) will they feel safe enough to begin to share unhappy feelings and memories. There is appreciation and affirmation of real experiences in helping them put together a narrative of their life experiences. However, the extensive defensive exclusion in this dysfunction makes it more difficult to get a sense of past experiences or of attachment figures. Since attachment experiences are imposed onto the therapist, transference can be used to understand and examine maladaptive working models, for example, the sudden disparagement or rage to any therapeutic response that implies their demands for attention or gratification are unreasonable.

Formulating an assessment of patients' distress is considered essential to gaining the knowledge necessary for effective intervention (Firth, 1994). Despite controversy that one diagnostic entity can encompass such a variety of symptoms, Holmes claims the term borderline is indispensable to describing a severity of psychological distress characterized by impoverished, disturbed relationships and inflexible and maladaptive personality traits. 
In many ways, the approach to borderline disorder proposed in this article is consistent with, and builds on, the groundbreaking work of Klein (1946), Mahler (1972), Masterson (1981), and Kernberg (1975), revolving around issues of separation and abandonment, the struggle between space and distance, and the internalization of interpersonal experiences. It differs in its addition of ideas substantiated by attachment-based research, particularly on trauma, affect regulation, and cognitive functioning. A major innovation is Bowlby's (1963) ethological perspective as an alternative to drive theory. This changes the way we listen to our clients' stories and thus the context of clinical practice. It is possible that the borderline quandary is more a difficulty of attaching than separating, which would give even greater priority to the therapeutic bond, and to its value for demonstrating what is involved in a satisfactory give-and-take relationship. Bowlby asserted that attachment behavior is lifelong, but he also made the point that attachment forms over time, with ongoing interaction and familiarity. When we validate clients' experiences as “reasonable approximations” (Bowlby, 1988, p. 149) of how they were really treated, we convey sympathy and respect for their versions of their attachment experiences and why they are so fearful of genuine connection.

Winnicott (1965) and Ainsworth (1967) have noted two overall parenting patterns that foster secure bonds: parents respond appropriately to their child's calls for love and attention, but they also regularly initiate social interaction. Borderline pathology may represent extreme distortions and/or combination of these two types of caregiving, that is, parents are anxious and intrusive or conversely distant and dismissing of their child's emotional and physical needs. The conflict over the need for attachment is further exacerbated by the fact that the one who should be sought for protection and security is the individual causing simultaneous fears of abandonment and domination. However, the traumas that set the foundation for borderline dysfunction may not be limited to very early in life. Westen and colleagues (1990) found in a study of female adolescents diagnosed as borderline that the high incidence of sexual abuse they linked to borderline outcome occurred during latency years. They concluded that abuse instigated at this time could produce disturbances that would have a permanent effect on personality organization.

Bowlby (1985) has noted that not only may parental patterns have repercussions in later years but also that they are usually repeated, so that instances of physical and/or emotional abuse, discounting children's appraisals of what they have seen or heard, or outright rejection and ridicule could be constant and unrelenting. Ultimately, the extraordinary is experienced as the ordinary. In an earlier article on emotional detachment, Sable (1983) reported on a woman who thought that she liked to watch horror movies because they reminded her of her abusive and unstable family. From an ethological perspective of attachment, the “bad objects” of her inner working models were pervasive images and expectations of hurtfulness, inconsistency, and fear. She tended to process current transactions in terms of a traumatic affectional history, which had 
a pervasive influence on her current relationships.

These illustrations suggest that personality disorders can be understood as disturbances in the organization of attachment behavior, along a continuum of secure versus insecure. Borderline functioning would fall toward the extreme of insecure, with more disorganization, rigid defenses, and traumatic histories. Additional implications of attachment principles are improved understanding, treatment techniques, and guidelines for prevention. The latter would include noting the insidious nature of emotional abuse among family members and directing efforts to educate parents about the ill effects of humiliating or degrading behavior, or threats to abandon their child or withhold love. Bowlby (1979) is known for calling attention to disruptive events, such as bereavement, which can be systematically measured, but he makes it clear that parental behavior, for example a depressed mother, whose mood makes her withdrawn and indifferent, can also engender insecure attachment.

Since Bowlby's (1969, 1973, 1980) original formulations, there has been increasing emphasis on a total accumulation of family experience and how a complex of variables interact to influence the organization of attachment behavior. Bowlby's (1973) belief that psychological distress is the “product of bitter experience” (p. 210) has expanded our awareness and conceptualization of damaging situations, including physical and/or emotional abuse, that may be relevant to borderline personality disorder. Attachment theory gives us a perspective which complements existing theory and practice, expanding our view of human behavior and improving our ability to help individuals whose affectional experiences have been so painful and disabling.
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