









	
 Home

	 Add Document
	 Sign In
	 Create An Account





















































	
 Viewer

	
 Transcript













A Person-Centered Approach to the Treatment of Borderline Personality Disorder



Journal of Humanistic Psychology 51(4) 465–491 © The Author(s) 2011 Reprints and permission: http://www. sagepub.com/journalsPermissions.nav DOI: 10.1177/0022167811399764 http://jhp.sagepub.com



Adam Quinn1



Abstract This article addresses psychotherapy with a person described as possessing a borderline personality disorder (BPD), or possessing features consistent with this diagnosis. In particular, a selection of mainstream approaches is reviewed to examine unique and universal aspects of current thinking about this treatment population. Following this review, an expanded analysis of person-centered therapy is offered, examining current research evidence and the mechanisms of change hypothesized to occur in the person-centered treatment of BPD. Keywords borderline personality, person centered, Carl Rogers, mechanisms of change, dialectical behavior therapy, transference focused, schema focused, mentalization based In the past 10 years, an increase of research has resulted in accumulated evidence demonstrating the effectiveness of a number of treatment approaches for borderline personality disorder (BPD). Four mainstream modalities examined in this article have emerged as viable and competing methods of reducing
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observable symptoms and improving psychopathologic characteristics of BPD. These treatment approaches are transference-focused psychotherapy (TFP), mentalization-based therapy (MBT), schema-focused therapy (SFT), and dialectical behavior therapy (DBT). These four approaches hold a number of similarities. All suggest a developmental view of BPD etiology that accounts for biological and environmental precipitants. All approaches primarily view “borderline” maladaptive functioning from a lens of developmental trauma during which the client’s ability to observe, describe, and reflect on experience was significantly frustrated. Furthermore, these four approaches address a common treatment approach that consists of building a therapeutic relationship high in trust and rapport, then facilitating change through the use of approach-specific strategies. In particular, TFP and MBT, with psychodynamic leanings, depict similar meta-strategies of change through the creation of a transference relationship, whereby the former approach relies heavily on interpretation, whereas the latter emphasizes a combination of empathy and here-and-now interpretations. Likewise, SFT and DBT both suggest meta-strategies that combine cognitive and behavioral theory within a larger framework that possesses aspects of humanistic therapies. All therapies emphasize a combination of acceptance and change strategies. In contrast to these mainstream approaches, person-centered therapy (PCT) has received scant consideration as a viable treatment for BPD likely, in part, as a result of its overall decline in the United States in the past 30 to 40 years. Current research trends tend to employ PCT in a diluted version as a supportive therapy or treatment-as-usual (TAU) control in studies that are primarily interested in the performance of a cognitive–behavioral or psychodynamic treatment condition. Despite the “watered-down” format, PCT has demonstrated comparable effectiveness as a treatment approach for Axis I disorders (Elliott, Greenberg, & Lietaer, 2004). In this article, I examine research evidence that supports PCT as a viable approach for Axis II disorders as well, particularly for BPD. Since the 1970s, common factors research indicates that up to 85% of therapy outcome is due to variables other than orientation-specific interventions, such as the quality of the therapeutic relationship and client hope and resilience. These common factors and the extent that each factor may account for therapy outcome are suggested as follows: (a) client and extratherapeutic factors—40%, (b) therapist–client relationship factors—30%, (c) placebo and expectancy effects—15%, and (d) specific techniques and therapy model factors—15% (Asay & Lambert, 1999).
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Likewise, the mainstream BPD treatments examined in this article possess both common and specific factors. Although it is debatable, one could argue that at least 85% of the emphasis within mainstream BPD approaches focuses on specific techniques unique to a singular approach. However, research suggests that the success of BPD approaches is not dependent on the type or dose of intervention. That is, the BPD research evidence presented in this article indicates that psychodynamic, behavioral, and humanistic treatments may be comparable. Furthermore, the common factors hypothesis does not preclude the use of specific techniques but highlights the likelihood that interpersonal aspects of therapy significantly outweigh intervention and treatment planning in positive outcome. In other words, behind every good plan is a good relationship. What follows is an account of current and possibly future trends in the treatment of BPD. The intent of this review and selection of these particular therapies is twofold. The first aim is to offer the frontline clinician a condensed and accessible snapshot of current trends in thinking from influential figures in the field of BPD, namely, Kernberg, Fonagy, Young, and Linehan (for expanded explanations of each approach see the April 2006 issue of the Journal of Clinical Psychology (Thorn (2006). Subsequently, with these current trends in mind, the second aim is to outline a person-centered approach to the treatment of BPD and, in doing so, attempt to describe the highly personal interactions that a clinician may encounter anywhere that psychological contact is made with this very difficult-to-treat population. Finally, a personal encounter is the foundation from which a clinician’s treatment of choice will arise, whether the therapy occurs on an inpatient unit, at a partial hospitalization or day treatment setting, within an assertive community treatment outpatient framework, and/or in biweekly or weekly outpatient therapy. Included in this choice of treatment is a way of being a therapist, characteristically an imprecise concept. Regardless of the clinician’s choice of treatment approach, this article attempts to clarify this way of being.



Current Views of Borderline Personality Disorder BPD, prevalent in approximately 1% of the general population, 10% of psychiatric outpatient, and possibly 20% of psychiatric inpatient settings (Levy et al., 2006; Paris, 2003), might be described as a consistently empty state of internal experiencing that results in a polarized, subjective perception of self and the world, oscillating between extremes of good and bad. According to the Diagnostic and Statistical Manual of Mental Disorders, fourth edition,
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text revision (DSM-IV-TR; American Psychiatric Association, 2000), BPD is described as “a pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity beginning by early adulthood and present in a variety of contexts” characterized by the following nine indicators: (a) frantic efforts to avoid real or imagined abandonment, (b) a pattern of unstable and intense interpersonal relationships characterized by alternating between extremes of idealization and devaluation, (c) identity disturbance: markedly and persistently unstable self-image or sense of self, (d) impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, substance abuse, reckless driving, binge eating), (e) recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior, (f) affective instability because of a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety usually lasting a few hours and only rarely more than a few days), (g) chronic feelings of emptiness, (h) inappropriate, intense anger, or difficulty controlling anger (e.g., frequent displays of temper, constant anger, recurrent physical fights), (i) transient, stress-related paranoid ideation or severe dissociative symptoms.



Transference-Focused Therapy Kernberg, Clarkin, and Levy developed TFP based on an object relations view of development. TFP focuses primarily on reactivating the primitive object relations of a borderline client in a controlled setting. The mechanisms of change in TFP are suggested to be an integration of the polarized concepts of self and others stemming from an increased capacity to reflectively think about thoughts, feelings, and experiences. Moreover, Levy et al. (2006) outline the facilitative mechanisms provided by a TFP therapist through which client change occurs: (a) the structured treatment approach that includes a treatment manual, a treatment contract, a hierarchy of problems addressed, and group supervision for therapists; (b) clarification as a technique of evoking the client’s internal states and to encourage reflective thinking; (c) confrontation as a means to inquire about contradictions and highlight obstacles toward goals; and (d) tranference interpretations that increase the client’s ability to differentiate between self and other (i.e., self-representation and object representation). From a stance of objectivity and a nonjudgmental attitude, the TFP therapist “suspends the ordinary reaction of the social environment . . . [and] lets the patient live out his or her internal representations in the treatment setting” (p. 489) with the goal of client understanding, modifying, and integrating his or her split-off internal representations. Furthermore, Clarkin, Yeomans, and Kernberg (2006) argue that during a borderline client’s development, internal representations of self and other are restricted: “These
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individuals retain the primitive, and not necessarily accurate, internal representations of self and other from early life, resulting, first, in a view of the world where nurturing objects and punitive depriving objects alternate with no realistic middle ground” (pp. 19-20). Preliminary evidence has been found to support TFP’s efficacy. Clarkin et al. (2001) found that TFP was a potential viable treatment for reducing completed suicides, reducing acute hospitalizations, and number of days in an inpatient psychiatric hospital setting. Further evidence supports the viability of TFP. Clarkin, Levy, Lenzenweger, and Kernberg (2007) reported on a study comparing TFP, DBT, and a supportive therapy in the treatment of BPD. Although all three therapies demonstrated positive outcome on depression, anxiety, global functioning, and social adjustment measures, only TFP and DBT significantly reduced suicidality.



Mentalization-Based Therapy In contrast to mainstream psychodynamic thinking regarding the primacy of the therapeutic frame in BPD treatment (McWilliams, 1994), Bateman and Fonagy (2004) argue that “the potential effectiveness of all treatments depends not so much on their frame but on their ability to increase a patient’s capacity to mentalize” (p. 46). MBT, according to Fonagy and Bateman (2006a), considers the borderline client’s psychopathology as resulting from a deficit in this capacity to mentalize. The authors propose that this deficit results in three modes of representations of experiencing, referred to as psychic equivalence, pretend mode, and teleological mode. Respectively, these modes either provide the borderline client with an experience of concrete equivalence between thought and reality, a capacity to pretend or dissociate from experience, or a capacity to only accept subjective experience through confirmation from an external source (i.e., external locus of control). The authors describe a therapist “holding in mind” of the borderline client that results reciprocally in the client learning to hold mental states in mind as well. Fonagy and Bateman (2006a) view mechanisms of change in MBT as occurring through a combination of enhancing the client’s ability to mentalize in the context of an attachment relationship. To activate this attachment relationship, the authors propose four “largely unconscious” therapist guidelines that focus on arousing the client’s attachment system: (a) discussing current attachment relationships; (b) discussing past attachment relationships; (c) in creating an environment promoting affect regulation, the therapist is able to encourage and regulate the client’s attachment bond to him or her; and (d) in a group setting, the therapist attempts to encourage attachment bonds between members. The therapist also encourages the borderline client to experience
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a titration of negative emotions through confronting aversive/traumatic memories. The authors outline certain therapist techniques to encourage reflective thought: (a) the therapist focuses exclusively on current client mental states to “build up” representations of internal states, (b) the therapist avoids situations in which the client discusses mental states that cannot be linked to subjectively felt reality, (c) the therapy creates a transitional area of relatedness in which thoughts and emotions can be “played with,” and (d) client interpersonal in-session behaviors are interpreted or understood in terms of the immediate client experience, while interpretations of unconscious meanings are avoided. MBT has also demonstrated empirical success. In a study comparing a mentalization-based psychoanalytic approach to TAU, 19 borderline clients were found to significantly reduce self-harm behaviors, depression, anxiety, length of hospitalization, improve social adjustment, and maintain this improvement 18 months, 36 months, and 8 years after treatment (Bateman & Fonagy, 1999, 2001, 2008).



Schema-Focused Therapy Possessing similarities to Beck’s cognitive therapy for personality disorders (Pretzer & Beck, 2005), Jeffrey Young developed SFT that integrates cognitive, behavioral, and experiential techniques focused around the concept of schemas and their influence on a borderline client’s functioning and experience. In addition, the therapeutic relationship is used in a greater capacity as a vehicle of change, early life experiences take a more central role of discussion, and affective experience is encouraged and directed in-session (Giesen-Bloo et al., 2006). SFT is guided by four main constructs: early maladaptive schemas, schema domains, schema processes, and schema modes. Respectively, these four constructs provide a framework that examines (a) dysfunctional relationship themes with primary caregivers, (b) the categories into which maladaptive schemas fall (e.g., disconnection and rejection, impaired autonomy, etc.), (c) the processes through which a borderline client maintains these intact maladaptive schemas (avoidance, compensation, etc.), and (d) the schema mode that is “currently active,” functioning as the primary means through which a borderline client views the world (McGinn & Young, 1996). In particular, the five categories of schema modes consist of the abandoned/abused child, the angry/impulsive child, the detached protector, the punitive parent, and the healthy adult, the goal mode of therapy (Kellogg & Young, 2006).
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Notably, these modes seem to be reminiscent of the ego states of Berne’s transactional analysis (Steiner, 1974) such as the “little professor” or “pig parent.” Four mechanisms of change are suggested to facilitate successful outcome in SFT: limited reparenting, experiential techniques, cognitive techniques, and behavioral pattern breaking. The therapist provides limited reparenting by facilitating a safe, stable, and accepting therapy climate as the precursor to experiential/gestalt techniques such as guided imagery work, empty chair and two chair techniques, and letter writing in an effort to externalize the punitive parent mode or critical inner voice. Cognitive techniques provide education and cognitive restructuring to address the angry/impulsive child and detached protector modes, exhibited by behaviors of interpersonal anger and emotional numbing. Finally, behavioral pattern breaking applies in-therapy learning to the external world. Included are behavioral techniques of relaxation training, anger management, and exposure to feared situations in an effort to move the client toward autonomy and to becoming his or her own healthy adult. Through the interaction and facilitation of these mechanisms of change emerge three stages of treatment: bonding and emotional regulation, schema mode change, and development of autonomy. A 3-year study (Giesen-Bloo et al., 2006) comparing SFT with TFP found that both treatments at 12 months had successfully reduced BPD symptoms, such as parasuicidality, impulsivity, general psychopathologic symptoms, and had significantly improved quality-of-life measures. Change was maintained at 3 years. SFT was found to possess significantly less attrition rates than TFP and demonstrated stronger effect sizes in the reduction of maladaptive personality traits.



Dialectical Behavior Therapy Linehan’s DBT approach is a prominent and highly regarded treatment for parasuicidal borderline clients. DBT has found success in significantly reducing suicides, suicide attempts, parasuicidality, and frequency of hospitalization while having inconsistent effect on client hope, depression, and reasons for living measures (Linehan et al., 2006; Lynch, Chapman, Rosenthal, Kuo, & Linehan, 2006). Across studies, DBT tends to have lower attrition rates than the treatment comparison (Linehan et al., 1999; Linehan et al., 2006; Verheul et al., 2003) save for a particular comparison study (Linehan et al., 2002) in which a validation therapy had both a lower attrition rate and was comparable to DBT on outcome measures of self-harm, hospital utilization, and social adjustment. In most studies, the DBT condition has also tended to possess a
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higher number of quality sessions with trained clinicians than did the treatment comparisons (Koons et al., 2001; Linehan et al., 1999; Linehan et al., 2006). In addition, there is some evidence that DBT loses efficacy on parasuicidality measures with more severe cases or cases that are comorbid with substance abuse (Koons et al., 2001; Linehan et al., 1999; Linehan et al., 2002; Linehan et al., 2006; Verheul et al., 2003). DBT combines Buddhist perspectives of mindfulness, acceptance, and dialectics with cognitive and behavioral change strategies. This acceptance/ change dialectic is mirrored in both the therapist’s interventions (e.g., validation/ behavioral techniques) as well as the client’s therapy process (radical acceptance/skills training). Linehan and colleagues (Lynch et al., 2006) outline four treatment strategies that facilitate the summarized goal of therapy as the “reduction of ineffective action tendencies linked with dysregulated emotions” (p. 475): (a) mindfulness, (b) opposite action, (c) behavioral targeting and chain analysis, and (d) dialectics. Furthermore, the mechanisms of change that arise from these strategies are hypothesized as (a) exposure, response prevention (E/RP), and extinction, (b) learning of novel, skillful responses to evocative stimuli (emotion regulation skills training, problem solving), (c) enhancing attentional control and stimulus discrimination (refocusing, distracting, and recognizing), and (d) balancing and sustaining effective treatment (radical acceptance through therapist validation). Lynch et al. (2006) further suggest that a process occurs as a result of these mechanisms of change that creates in the client self-acceptance leading to a nonjudgmental attitude. From this, the client becomes less reactive, providing opportunity to develop new associations with internal/external events that result in an increase of adaptive behaviors. In addition, therapist validation, a primary component in DBT treatment, is operationalized into six behaviors or levels: (a) active listening, (b) accurate reflection of feeling, (c) articulating unverbalized thoughts or feelings, (d) expressing to the client that the dysfunctional behavior is logical in view of past experience, (e) normalizing dysfunctional behavior in the current context, and (f) acting in a manner that is genuine (Lynch et al., 2006). Some similarities and differences between DBT and the person-centered approach. Similar in spirit to Rogers’s (1980) person-centered approach, Linehan has recognized the theoretical parallels between DBT and PCT: “I discovered recently that I must have stolen this, unconsciously so to speak, from Rogers whom I had read in the original many years ago. In re-reading him recently, I was stunned at how radical Rogers is” (Hellinga, van Luyn, & Dalewijk, 2000, as cited in van Blarikom, 2008, p. 28). Furthermore, Linehan’s focus on mindfulness seems to parallel Rogers’s focus on the importance of
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congruence between a person’s awareness and his or her subjective experience. However, in contrast to Rogers, Linehan explicitly states that much of the relationship or rapport building in which a DBT therapist engages is a facade, used later to leverage a client to decrease parasuicidal behaviors such as cutting and to assist in amplifying teaching methods that focus on increasing emotion regulation and decreasing maladaptive interpersonal relationships. Linehan (1993) states, “DBT has been called ‘blackmail therapy’ by some, since the therapist is willing to put the quality of the relationship on the line in a trade for improved behavior on the part of the patient” (p. 98). Therefore, the DBT therapist’s genuineness and prizing seems to take a backseat to measurable outcomes. As Linehan and colleagues (Lynch et al., 2006) state, “The therapist might increase his or her level of validation and genuineness when the patient exhibits particularly skillful behavior in session . . . and withdraw or decrease validation when the patient’s behavior in session is dysfunctional” (p. 468). One conclusion could be drawn that the therapist not only wishes to change the borderline client’s maladaptive behaviors, but by using the relationship as a lever, the therapist may be in danger of also rejecting the person as well. As a result, some questions are raised regarding principles and values in psychotherapy: (a) does external, observable symptom reduction take precedence over a genuine interpersonal relationship and the promotion of selfacceptance; does one lead to the other and, if so, which comes first? (b) By using the relationship as a “bargaining chip” toward behavior change, does the therapist encourage client hope and self-acceptance or simply stifle and reject those unattractive, socially unconventional aspects of the person? (c) Is this level of therapist manipulation necessary with such a dysfunctional and at-risk population?



Person-Centered Therapy and Research Carl Rogers’s person-centered approach has been called nondirective therapy, client-centered therapy, and, most recently, person-centered therapy (Rogers, 1980). As research investigating the viability of this therapy progressed, Rogers and colleagues (Rogers & Dymond, 1954; Rogers, Gendlin, Kiesler, & Truax, 1967) discovered that for positive client change to occur, an effective therapist tended to possess certain attitudes toward the client that, when conveyed through therapist interpersonal behaviors, created change-promoting conditions in a therapy setting. Having moved away from the idea of a nondirective technical skill, Rogers suggested that these therapist conditions of congruence, unconditional positive regard, and empathic understanding
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were both necessary in all helping relationships and sufficient to produce successful outcomes (Rogers, 1957). The therapist conditions were found to facilitate a client process that led to increased accurate awareness of experience, personal agency, and self-acceptance. This movement toward an internal locus of control and confidence in one’s ability to accurately evaluate experience were considered the primary ingredients in behavioral change. Furthermore, research during the 1960s and 1970s confirmed these “core conditions” as primary factors associated with outcome success across therapy orientations (Patterson, 1984; Truax & Mitchell, 1971). As time went on, variations to this approach emerged, such as Gendlin’s (1978) experiential therapy and focusing method and Greenberg, Rice, and Elliot’s (1993) emotion-focused approach. However, these experiential therapies (i.e., PCT plus process direction) have received criticism within the person-centered community for lacking the spirit of Rogers’s original thesis (Patterson, 1990; see Brodley, 1990, for a critical comparison of PCT and experiential therapy; see Elliott & Freire, 2007, for an update on “classical PCT versus experiential”). Following an extensive analysis of research findings in the treatment of anxiety and phobias, trauma, depression, anger, schizophrenia, and healthrelated psychological distress, Elliott et al. (2004) found experiential therapies in general and PCT in particular to demonstrate strong effect sizes (i.e., >0.8) consistently in pre–post measures, in wait-list and no-treatment controls, and when compared with CBT and psychodynamic approaches. Experiential therapy demonstrated a “trivial” but significantly stronger effect size than PCT when compared with CBT/dynamic treatments, suggesting that a process-directive component may enhance the PCT approach. However, the authors point out the possible “dilution” of PCT’s effectiveness because of it being used as the TAU control/comparison condition in most studies reviewed. As a result, PCT’s effectiveness would be confounded with researcher allegiance bias favoring the experimental treatment condition. Not surprisingly, when the authors controlled for allegiance effects in their analysis, PCT was found to possess equivalent effectiveness to experiential, CBT, and dynamic approaches across diagnostic populations. In addition, PCT has demonstrated initial effectiveness in the treatment of personality disorders, BPD in particular (Teusch, Bohme, Finke, & Gastpar, 2001).



Studies Examining PCT Effectiveness With Borderline Clients Currently, PCT is in decline in the United States in the domains of research, training, and practice, whereas in Europe and Asia, PCT is quite prominent
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(Bozarth, Zimring, & Tausch, 2002; Cooper, O’Hara, Schmid, & Wyatt, 2007). Only three BPD treatment studies could be found that were published in English and that included a PCT treatment condition. These studies are presented in detail to highlight the strengths and weaknesses of this type of therapy in the treatment of BPD. Despite possible researcher and therapist biases as a result of the approach being couched as the TAU control/comparison condition in two of three studies, PCT demonstrates strong effect sizes overall. Turner (2000). A study by Turner (2000) compared a DBT-oriented treatment with PCT in a community mental health clinic. Both therapy conditions were provided by the same therapists and PCT was offered as a supportive therapy control condition. That is, therapists alternated between providing the PCT condition for one group of clients and the DBT condition for the other group. The therapists possessed a background in psychodynamic, PCT, and family systems approaches and received training in DBT prior to and during the study. The DBT condition was modified by incorporating some psychodynamic components, and the skills training group found in typical DBT was condensed to in-session skills training with the therapist. In comparison, the PCT condition was based on Robert Carkhuff’s (1969, as cited in Turner, 2000) version of PCT and “provided patients with a safe therapeutic environment and accurate empathic reflection only” (p. 416). The therapists when providing the PCT condition met with clients twice a week, developed a treatment contract that stipulated elimination of suicide/self-harm during treatment, and in place of a structured agenda the therapists “instructed patients to express what was on their minds at each session” (p. 416). PCT was found to produce positive effects beyond what would occur by chance. Specifically, the PCT condition produced significant gains at both 6 and 12 months on parasuicidal, suicidality, and self-harm measures; on emotional functioning (including impulsivity, anger, depression, and anxiety measures); and global mental health functioning. When compared with the DBT condition, PCT was equivalent on anxiety measures at both 6 and 12 months. On depression and impulsiveness measures, PCT was equivalent to DBT at 6 months only. DBT demonstrated stronger improvement in parasuicidal, suicidality, and self-harm at both 6 and 12 months. DBT also reduced number of hospitalization days significantly more at 6 and 12 months. Turner’s (2000) study also investigated movement of client symptoms below clinically significant cutoff scores. That is, did improvement extend to reducing the symptoms to a normal level of clinical functioning? DBT significantly moved more clients below the cutoff score on suicidality/self-harm measures. However, no difference in clinical reduction was found between
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treatment conditions for impulsivity and anger. Clinical reduction of depression measures was equivocal, as DBT demonstrated an improvement on the Beck Depression Inventory, but the Hamilton Rating Scale for Depression reported no significant difference between treatment conditions. Furthermore, comparisons on global mental health cutoff scores were equivocal as well. Finally, the quality of the helping relationship was assessed at 6 months. No significant difference was found between treatments on this measure. Following analysis, the helping relationship ratings were found to account for as much variance in client improvement as the differences in treatment conditions. That is, the impact of the helping relationship on symptom reduction was equal to the influence of whether the client experienced the PCT or DBT condition. In a post hoc analysis of therapist differences, Turner (2000) found that one of four therapists was more effective in providing the PCT condition than in providing the DBT condition; three of four therapists were more effective in providing the DBT condition. This led the author to conclude that “the provision of PCT with the right therapist worked well for some BPD clients” and that “the provision of a strategic and integrated set of therapeutic strategies adds to the provision of supportive elements for many borderline clients” (p. 419). Cottraux et al. (2009). In a more recent comparison study, Cottraux et al. (2009) investigated the differential effects of cognitive therapy (CT) versus “Rogerian Supportive Therapy” (RST) at two sites in France. Similar to Turner’s (2000) study, the therapists in this study provided both the CT and PCT conditions. Furthermore, the therapists in the study possessed “CBT diplomas” and had received formal training and supervision from an American CT trainer who travelled to France to perform three 2-day workshops on the cognitive treatment of BPD. In contrast to this focused preparation afforded to the CT condition, “the principles and methods of RST were taught in 10 h by role-playing and had been previously used by the same two research teams.” Furthermore, the PCT condition was operationalized into 10 principles that, in addition to Rogers’s core conditions, included directions such as “the therapists were to have an unconditionally positive regard for the patients, whatever they said,” “the patients were to be reassured when they expressed negative feelings,” and “the therapists were to politely ignore or refuse requests for advice, directive behaviors, homework, behavioral experiments, cognitive schema, modification, problem solving, or exposure to feared mental images or real-life situations.” Again, the PCT condition—if we can still call it that— emerged quite favorably. Cognitive therapy compared with the PCT condition showed very little significant difference throughout treatment and at follow-up. PCT was found
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to be equivalent to CT on depression, anxiety, and suicidality/self-harm measures across the 6-, 12-, and 24-month time line. Furthermore, no difference in dropout rates occurred across treatments. CT was significantly more effective with regard to hopelessness at 6 months, but no difference emerged at the end of treatment and follow-up. CT did demonstrate a significant change compared with the PCT condition on a 7-point global improvement scale at the 2-year follow-up. This study by Cottraux et al. (2009) demonstrated the viability of even a diluted version of PCT in the treatment of BPD. In conclusion the author states, although “administration of CT and RST by the same CT-oriented therapists may constitute a bias in favour of CT . . . studies with experts in client centred therapy should be carried out to replicate or contradict our study” (pp. 313-315). Teusch et al. (2001). In a final study at an inpatient setting in Germany conducted by Teusch et al. (2001), the effects of PCT plus medication was compared with a PCT only condition in the treatment of four subgroups of personality disorders (paranoid/schizoid, emotional instability/borderline, histrionic/narcissistic, and obsessive-compulsive/dependent). Hospital patients received a combination of individual and group PCT. In addition to using a measure similar to the Hamilton Depression Scale, this study used the Giessen Test, a measure similar to the self-concept Q-sort developed by Rogers’s group (Rogers & Dymond, 1954) to assess self-perception on a number of measures including social perceptions, mood stability, and realistic perceptions of others. Overall, the PCT only condition was found to be as effective for improvement in mood, self-esteem, and social comprehension across all personality disorder subgroups. However, a significant effect occurred favoring the PCT only condition in reduction of depression in the borderline personality subgroup. This was a large effect size (>0.8). In addition, PCT alone as well as with medication was found to have a significant positive effect across the four subgroups of personality disorders on social perception and social behavior. A final notable effect was found at follow-up. The clients who received the PCT only treatment tended to continue with psychotherapy alone following discharge, whereas the clients who received the PCT plus medication condition tended to receive follow-up services of both therapy and medication.



Hypothesized Mechanisms of Change in PCT PCT, in contrast to process-directive variations, provides a therapy experience such that the client perceives no specific, preplanned agenda in the beginning nor during the course of therapy. If, during the therapy relationship, a
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client perceives a planned agenda on the part of the therapist, then we are no longer speaking of PCT in its intended form. However, a slight twist exists in the practice of PCT: the person-centered therapist may at times be quite direct, may facilitate homework, may have a client involuntarily committed for psychiatric evaluation, may provide information on behavioral exercises, and may disagree or communicate dissonance with the client. However, this directivity is of a different nature than therapy approaches founded on directive theory. Directiveness in PCT emerges as a complement or companion to the client’s ongoing self-actualization process in therapy. Therefore, as Brodley (2006) discusses, homework or experimenting with cognitive and behavioral strategies may arise from an interest or need by the client, articulated by the client, and facilitated or encouraged by the therapist because this is the client’s frame of reference. Therefore, the therapist continues the process of providing an environment for the client to examine feelings and attitudes, test hypotheses, attend to here-and-now emotions as they arise (e.g., transference feelings), and develop a more congruent concept of self as well as self in relation to others. However, this environment tends to arise in vivo each session (e.g., in person or by telephone), as the client–therapist interaction begins anew. The therapist has chosen to note certain thoughts or feelings about the client but looks to the client to provide the initial plan for the session. Brodley (2006) provides a transcribed example that helps clarify this seemingly contradictory stance of client autonomy versus therapist directiveness: Client: The meds aren’t doing enough. I get into a panic and I can’t even see how it is connected to anything I’m doing or thinking about. A terrible anxiety just wells up inside me. (T: Mhm, hmm) (Pause three seconds) I was wondering (Pause). [Dr. Burke] said you might have some techniques that could help me. Therapist: Mhm, hmm. You still get terribly anxious and it completely gets its way with you. (C: Oh, Yeah. It really does.) So you wonder if I might know some things you might do to calm yourself when it happens. Client: Yeah. Do you know what he’s talking about? (T: Uhm, hmm, nodding) He said there are things anybody can learn, and I might feel better with it, along with the meds and the therapy. Therapist: Yeah, there are some techniques one can learn that sometimes help. I’m not expert in those things, but I know some of the procedures.
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Client: Can you teach them to me? (T: Sure . . .) I’ll do anything not to be so anxious. It’s awful (Pause). Sometimes I can’t stand it! Therapist: You feel so terrible (Pause). You’re open to anything (C: I am.). Do you want to think about it more or try something right now? Client: Let’s try it now. (p. 155) Noteworthy is the therapist’s tone, which sends the subtle but essential message of client trust and prizing. Almost seeming to shy away from giving advice, the person-centered therapist “holds the line,” as it were, but also goes with the client. Brodley (2006), in personal communication with another PCT therapist, Jerold Bozarth, states that I share Bozarth’s concern [that “the concept of homework” misses the essence of CCT . . . the idea promotes the therapy as a problem oriented therapy rather than focused upon therapeutic personality change that in turn allows the client to resolve her own problems . . . (as cited in Brodley, 2006, p. 152)], and acknowledge that using the term “homework” in client-centered therapy can be considered a stretch . . . “homework” borrowing from Bozarth above, is between-sessions action that emerges from therapy and is usually further discussed during therapy. (p. 152) As Rogers (1951) stated, if a persistent feeling is experienced by the therapist, the therapist may communicate this to the client, but from an “ownership-of-the-feeling” standpoint. This is consistent with how a therapist might address the borderline client’s intense anger that may arise toward the therapist. If the therapist takes ownership of his or her feelings and communicates them in this type of genuine way, much of the further escalation of feelings may be diverted in the presence of this nondefensive stance. Likewise, when the borderline client behaviors intensify to suicidal and self-harming levels, the therapist approaches the client from the strength of a genuine regard for the client’s well-being, for example, I’m very concerned. We cannot go on until we talk about your safety. It is important that we come up with a plan before you leave today because I’m worried that you may continue to hurt yourself or worse. I suspect you might hate me, but I’m willing to take the risk because I can tell that you’re hurting and it hurts me to see you feel this way about yourself.
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This is not to say that other approaches do not genuinely regard a client’s well-being. This is to say that the PCT therapist attempts to preserve the client’s autonomy consistently even during crisis. “Nonpossessive” describes this idea well. This stance, conveyed either implicitly or explicitly, holds the message, “It is my responsibility to make sure you and others remain safe, but that does not mean that I in some way think I am better than or judge you.” Again, this is not to suggest that non-PCT therapists disregard client autonomy, but to accent the importance of remaining in the client’s frame of reference as a path toward self-actualization, the primary metamechanism of change in PCT.



Self-Actualization The tendency for the self to actualize (differentiate) in a positive or negative direction is fundamental to Rogers’s approach. If the self has been cultivated in a “nutrient-rich” environment (i.e., the caregiver(s) tended toward unconditional positive regard), then the self will move in a direction congruent with the overall organismic experiencing and valuing capacities. However, if the self has been cultivated in a “nutrient-deficient” environment, which possessed high levels of external conditions of worth (e.g., criticism, judgment, or trauma), then the self will move less in a direction of congruence with experience and more in a direction shaped by internalized expectations of others. Underlying self-development is the actualizing tendency. Regardless of how the self was formed, the actualizing tendency is a stable, positive movement forward. However, if the person is in a state of incongruence, the actualizing tendency may be distorted and cannot fully function in the person. It is when the person is provided a positive, correcting relationship that the distortions are removed and the self can actualize in a positive direction. Rogers and colleagues (Rogers & Dymond, 1954; Rogers et al., 1967) provide evidence of a process or tendency toward self-actualization that occurs in PCT. In addition, Patterson and Joseph (2007), drawing from selfdetermination theory and positive psychology literature, present further empirical evidence. In brief, the authors found that positive self-actualization tends to occur in a prizing, understanding environment and that self-actualization is positively correlated with psychological well-being. The remainder of this article outlines hypothesized mechanisms of change in PCT. Similar to the other approaches reviewed in this article, a personcentered approach consists of facilitative mechanisms provided by the therapist and process mechanisms that describe how the borderline client improves. The primary facilitative mechanisms consist of therapist congruence,
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unconditional positive regard, and empathic understanding, and at least to a minimal degree, the client must perceive these facilitative mechanisms to be present. The primary process mechanisms are hypothesized to consist of (a) an increase of accurate awareness of experience, both internal and external; (b) an increase of internal locus of control and decrease of external locus of control; (c) ability to assimilate previously threatening experience into the self-concept; (d) decreased defensiveness and reactivity, increased selfacceptance, (e) increased acceptance of others; and (f) increased reliance on internal locus of evaluation of experience. Other mechanisms exist such as client pretreatment characteristics, placebo effects, and unique therapist–client interactive relationship characteristics, but these are not unique to the specific hypothesized mechanisms of change in PCT. Incidentally, these hypothesized mechanisms may become obscured or diluted when mechanisms from other theories of BPD treatment are provided by the therapist. Said another way, “When the wrong man uses the right tools, the right tools work in the wrong way” (Watts, 1975).



The Facilitative Mechanisms of Change Congruence. To provide and maintain the facilitative mechanisms that create a person-centered climate, a therapist must be living as an authentic person in the therapy relationship. Furthermore, the degree to which the therapist can be authentic or congruent, will likely dictate how sensitive a listener and responder he or she will be in-session. If the therapist is integrated sufficiently in his or her own awareness of experience, such that the therapist can be accurate with his or her subceived and received reactions to the content of the perceptual field, then he or she can be authentic and congruent in receiving and responding to the client’s verbal and physical communications. In this way, an authentic therapist is responsible for being a companion only. That is, the therapist’s purpose is to help the client understand experience more accurately, not to particularly evaluate or impose conditions on the client’s experience in an expert role. Unconditional positive regard (UCPR). Already a therapist has, to a degree, become congruent and integrated in an interpersonal, experiencing relationship with the client. As a result, the potential increases for the therapist to experience toward the client unconditional positive regard or radical acceptance, as Linehan (1993) calls it. In contrast, without this radical acceptance from the therapist, the client will struggle to develop, as Linehan states, “acceptance of what is.” If the client does not perceive sufficiently this therapist radical acceptance, then a tendency toward radical (or unconditional) self-acceptance cannot emerge.
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In conveying UCPR, the PCT therapist’s primary motivation is to understand the client’s internal frame of reference. Hypothetically, the more authentic and congruent the therapist, the more he or she is motivated to attempt to understand the client. This motivation is a silent, but necessary, primary means of facilitating the process mechanisms of change. That is, the therapist both wishes to genuinely understand and also knows (i.e., reinforced by previous experience) that providing a climate of understanding will more than likely facilitate the process mechanisms. This is of primary importance to the sufficiency of these facilitative mechanisms to create change, and will be expanded below: The therapist wants to understand for no other reason but to understand. If the therapist is motivated to understand solely to be a change agent for the client, then the facilitative mechanisms may not be sufficient because a tendency toward unconditional acceptance will not effectively emerge. When the therapist presents an agenda (of change), already undue and ill-needed conditions have been placed on the relationship, and trust in the client’s natural tendencies toward change have been discarded. Furthermore, the more the therapist can accept what is (i.e., radical therapist self-acceptance) and, therefore, not be stifled by an agenda or treatment plan, the less is the threat that an agenda of countertransference will emerge in the therapy. Therefore, the more the therapist can mediate countertransference, including projective identification, the more he or she can differentiate between the therapist’s and the client’s experience in-session. By attuning in this person-centered way, the therapist can more easily tease out ownership of his or her feelings toward the client, navigate these feelings, and mitigate them. These mechanisms are therefore of a facilitative sort because countertransference and subsequent projective identification (e.g., becoming that very abuser the client expects) tend to be of greatest threat to therapeutic work with borderline clients. Therefore, these mechanisms are facilitative because they work to remove these primary barriers to BPD treatment and consequently facilitate the process mechanisms of change. Empathy. Implied above, empathic understanding is the facilitative mechanism that provides the vehicle of UCPR (radical acceptance) for the client. However, as Linehan likewise illustrates in her six-tier definition of validation, therapist understanding does not always emerge as an encapsulated reflection-of-feeling statement. The error in mainstream thought of the personcentered approach seems to stem from this misunderstanding, particularly when considering PCT with borderline clients. A reflection of feeling statement or something similar that can be operationalized and measured implies a “moving forward” on the therapist’s part; that is, an agenda or a means to an end. This type of empathic response pattern cannot be used very often
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with borderline clients because of the client’s “fragile process” as Warner (1998) calls it. As will be seen with the hypothesized process mechanisms, reflection of feeling statements become less threatening to the client over the course of therapy but are not a primary means through which the mechanism of empathic understanding will tend to operate in facilitating the process mechanisms. Experience has taught me that the process mechanisms emerge through a cyclical “returning to” the client’s here-and-now relationship experience. In this way, understanding as opposed to interpreting, explaining, or convincing mitigates the barriers of therapist countertransference and projective identification and increases the likelihood that the therapist can experience a sufficient feeling of this radical acceptance toward the client. However, this unconditional, radical acceptance is highly threatening for the client, resulting in projective feelings toward the therapist. The therapist then attempts to understand in such a way to minimize his or her (the therapist’s) problematic feelings that may unwittingly be projected back to the client as countertransference. Mitigating countertransference. This person-centered interpersonal transaction is somewhat different from the creation of a transference neurosis for two reasons: (a) the therapist does not intentionally induce this and (b) the therapist does not explain or interpret this phenomenon to the client. Similar to other approaches, the therapist does not regard these client behaviors as barriers to the actual treatment but as the treatment in itself. However, these client behaviors, though likely to occur, are not particularly necessary for change to proceed in a PCT framework. Paradoxical, but essential to this approach, for the therapist to understand, he or she at times must express negative feelings toward the client that have persisted over sufficient time to be in need of conveyance. In other words, the therapist must take the risk of addressing with the borderline client the perceived “elephant in the room,” as a way to check understanding, to test accuracy of feelings, and to convey fallibility and genuineness to the client. If this is not accomplished when needed— though it must be done with extreme sensitivity and personal ownership—it is hypothesized that these facilitative mechanisms will fail to be sufficient. The facilitative mechanisms of change therefore operate in a recursive fashion that maintains the therapist’s ability to consistently provide these mechanisms, which subsequently generate the process mechanisms of change. The spirit of PCT, a way of being. Touched on earlier, for the process mechanisms of change to emerge for the client, the facilitative mechanisms must be provided sufficiently, consistently, and without impediment. However, a paradox arises in that the therapist must want to provide a way of being for the
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client that is guided by these mechanisms, but the therapist does not manufacture these mechanisms as a means to purposely change the client. If these facilitative mechanisms of PCT are taken to be “mechanical,” as it were, then the therapy will be more like eating the menu instead of the actual dinner (Watts, 1957); that is, more intellect and less experience. Therefore, if these facilitative mechanisms can be sufficiently provided, then the greater the likelihood the therapist will respond in a fashion that does not impose impediments or contingencies to the client’s perception of a genuine way of being.



The Process Mechanisms of Change The process mechanisms of change begin when the client perceives minimal therapist attitudes of conditions of worth, which are hypothesized to be a function of the presence of the facilitative mechanisms. Based on a theory of personality development outlined by Rogers (1959), “conditions of worth” of a traumatic nature were the general influence that resulted in the borderline client’s personality formation. It is the reversal of these conditions of worth as unconditional positive self-regard that underlies the process of change, or the self-actualization of the person. Because of space limitations, a personcentered theory of BPD development will not be suggested (see Rogers, 1959, for a PCT theory of personality). Increased accurate awareness. Initially, the facilitative mechanisms create a safe environment for the borderline client to examine internal and external experience in less conventional, more novel ways. Furthermore, because of the nature of these facilitative mechanisms, the client engages in a tendency to choose increasingly accurate perspectives of his or her experience. This implies a movement from “unreal” interpretation of experience to significantly more reality-based, accurate understanding of experience. In this movement from interpretation to understanding, an underlying change occurs from a former stance of evaluation or judgment to a latter stance of nonjudgment or acceptance; that is, from conditional to condition-less. The nonjudgment and acceptance of the therapist provides situations in which the client can sift through and remain open to further experiential data that assists in developing a closer approximation of experience. It is not up to the therapist, in most cases, to assign values to the client’s awareness or to evaluate perceptual accuracy. In this framework of therapy, feedback as a means to promote increased accurate awareness is not necessary and, if engaged in consistently, may render these PCT mechanisms insufficient. Therefore, it is hypothesized that subjective awareness of experience moves toward more accurate approximations when in a relationship that provides the facilitative mechanisms.
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This increase in accurate awareness is the first hypothesized mechanism in BPD improvement and, as does all the mechanisms, operates along a continuum and is not static. Internal locus of control. As this tendency toward accurate awareness continues, client feelings of mastery of experience begin to emerge. This mastery of experience can be described as a movement from an external to internal locus of control. The client learns that experience can be examined, understood, owned, and subsequently accepted. This internal locus of control is the second mechanism of change and emerges slowly over time. Assimilate previously threatening experience. As the client understands and feels sufficiently in control of the internal and external world, experiences previously interpreted as threatening to his or her self-concept or personhood can be assimilated. Increasingly, because the client has become more accurate in awareness and masterful, experiences that promote the actualizing of the self will be assimilated; those that do not promote this will be examined and discarded through a nonreactive valuing process. Therefore, it is hypothesized that when this third mechanism emerges from the presence of accurate awareness and a felt internal locus of control, positive regard can be assimilated into the self (e.g., “I am a lovable person”). Defensiveness to acceptance. The client has now tentatively entered the region on the continuum of the process mechanisms in which movement from defensiveness to self-acceptance will become more the rule and less the exception. Noted earlier, typical reflective statements of empathy can be quite threatening to a borderline client. As the client more frequently assimilates therapist positive regard into his or her self-concept, the client begins to own this idea of being worthy of prizing. Notably, it is the pervasive conditionless stance—the nonpossession—of the therapist’s prizing that releases this positive regard from therapist to client. Of equal importance, it is the therapist’s genuine congruence in the relationship that authenticates this positive regard as real and something the client is able to own and believe in. Without the ongoing facilitative mechanisms—most important, the conveyance of a genuinely conditionless attitude—this transmission of positive regard from therapist to client is less likely to occur. During this transition from defensiveness to self-acceptance, the therapist may experience increased client attempts to disprove and refute his or her congruent, unconditional stance. It is hypothesized that the facilitative mechanisms, provided as undiluted as possible, are exceedingly crucial for further process movement to take place. In addition, during this time period, the client may demonstrate increased suicidality and self-harm behaviors that test the therapist’s clinical skills as well as his or her strengths in weathering the
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storm of possibly hospitalizing the client. Contrary to current zero tolerance, cost-of-care attitudes, a hospitalization can be the “grist for the mill” that propels the client further toward change. If the therapist regards a hospitalization as a personal embarrassment or a client weakness, a blemish on the therapist’s skill set, or a means to leverage or manipulate the client, then these conditional attitudes will inevitably be conveyed to the client as well. However, if accepted by the therapist, if the therapist can “roll with resistance” and accept the client despite his or her “drain” on the health care system, then further therapeutic work can be had, and eventually, therapy consistency will return. Self-acceptance emerges from reoccurring experiences of absorbing external positive regard, from the therapist in particular. From this experience in therapy, the borderline client develops a capacity to experience external positive regard from others, though in practice, this may proceed slowly. It is when this fourth process mechanism of self-acceptance becomes frequently experienced that a borderline client begins to accept others. Increased acceptance of others. Increased acceptance of others, the fifth and penultimate process mechanism, is hypothesized to significantly occur once the borderline client has internalized sufficient self-acceptance. Standing in these new feelings of accuracy, mastery, ability to receive and experience acceptance of self, the borderline client develops stronger values toward being treated with decency by others. Hypothetically, the actualizing tendency toward congruence between self and experience will also influence the client toward validating and prizing environments more often while discarding unhealthy relationships that possess significant conditions of worth. Gradually, the client’s increased ability to accurately understand, experience, and accept what is will promote a less reactive, empathic feeling toward others. The client may realize a new sense of personal power and learn that to engage in past tendencies of “fight or flight” results in a loss of personal power and self-esteem. Therefore, the client will tend toward less engagement in tumultuous transactions with others. Similar to a posttraumatic stress disorder combat veteran’s emergent addiction to safety following a traumatic event (Quinn, 2008), I suggest that a borderline client develops an addiction to chaotic relationships. In other words, the client learns to self-sooth through dramatic, self-harmful gestures and interpersonal turmoil in an effort to escape from a feeling of existential emptiness. Furthermore, as the client’s addiction to chaotic relationships is lessened, the client may also reduce suicidal and self-harm behaviors by way of a decreased need to build relationship through these dysfunctional means. Reliance on self-evaluation. The sixth and final process mechanism of change is less an ultimate step as it is a summary statement of the overall process of
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becoming a person. That is, the process of developing an increased reliance on an internal locus of evaluation of experience. Once this reliance or selfconfidence arises, the client will have developed the tools to proceed forth in life demonstrating adaptable decision making. Frequently, but not the rule, the more the client has been traumatized in life, the more difficult his or her process of developing an internal evaluation of experience. For some borderline clients, the process mechanisms will occur sufficiently that the selfactualizing tendency will move the client toward further becoming, and the therapist will no longer be needed in the client’s life. Other clients may have their tendency toward self-actualization so disrupted that they will seek longer term work in therapy to remove the blocks of trauma and abuse. The mechanisms are not presented as a “magic bullet,” but as a lifelong movement toward health; a movement that helps the client see that “happiness is choice.” And so, if a therapist can facilitate for the client a reliance on an internal locus of evaluation of experience, then the client has stepped into the process of becoming one’s own person.



Conclusion A borderline client, in some ways, remains a vulnerable little boy or little girl who was thrust into an adult world of trauma and interpersonal betrayal at an early age. However, over the years this little boy or little girl has become an adult and has developed a “prickly” exterior as protection against an untrustworthy world. As this article outlines, an evidence-informed approach that emphasizes the therapy relationship and the client’s resources provides a unique therapeutic way of being that allows the client to exist as this prickly person, whereas trusting that through a prizing and consistent relationship, movement toward health, happiness, and stability will occur. As the process of therapy unfolds, the borderline client gradually comes down from the “borderlands” of life and, through a new found sense of confidence and positive self-esteem, begins the process of becoming one’s own person. Declaration of Conflicting Interests The author(s) declared no potential conflict of interest with respect to the authorship and/or publication of this article.
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