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Abstract We investigate the quality of dependent and self-critical depressive
experiences in a hospitalized sample of depressed (n = 17), depressed borderline
(n = 29), and borderline non-depressed inpatients (n = 10). Subjects were administered structured diagnostic interviews for axis I and axis II along with the Symptom
Checklist-90-Revised Depression Scale (SCL-90-R-DS) and the Depressive Experiences Questionnaire (DEQ). As predicted, there were no differences between the
three groups in overall level of impairment or severity of depression. Phenomenologically, however, depressive experiences were quite different. Subjects with borderline personality disorder, with and without a diagnosed depressive disorder,
scored higher than subjects with depression only on the measure of anaclitic neediness. Further analyses revealed that anaclitic neediness was significantly associated
with interpersonal distress, self-destructive behaviors, and impulsivity. Findings
suggest the importance of considering phenomenological aspects of depression in
borderline pathology.
Keywords Borderline personality disorder Æ Depression Æ Inpatient Æ
Young adults

Introduction
The experience of depression in patients with borderline personality disorder has
been well documented [1–18]. However, the nature of this relationship has eluded
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researchers and is highly controversial. Some investigators contend that borderline
personality is largely a secondary or concurrent manifestation of a primary affective
disorder, or a variant of a primary affective disorder [1, 2, 19–23]. However,
depression in borderline personality may not be equivalent to, or even a variant of,
the kind of depression found in patients with affective disorders. Evidence from
family history, comorbidity, phenomenology, psychopharmacology, and biological
markers indicates that a surprisingly weak and nonspecific relationship exists between borderline personality and depressive disorders [9, 24, 25].
Other theorists [5, 7, 11, 15, 26, 27] highlight the phenomenological experience of
depression in borderline patients as it differs from depression in other patients. For
instance, Grinker et al. [27] note that depression in borderline patients can be distinguished from that of non-borderline depressed patients by an emphasis on chronic
feelings of loneliness. Likewise, Gunderson [5, 7] reports that loneliness, emptiness,
and boredom typify the depressive experience of borderline patients, as opposed to
guilt, remorse and a sense of failure. Masterson [15] describes borderline depression
as characterized by empty, dependent, and helpless feelings, and terms this ‘‘abandonment depression.’’ Adler [28] posits that depression in borderline individuals is
characterized by feelings of ‘‘aloneness’’ due to an inability to maintain stable
representations of significant others. Adler [28] also discusses the experience of
primitive guilt, and Kernberg [29] similarly emphasized the role of self-condemnation in the depression of borderline individuals. Kernberg [29] describes the primitive guilt of borderline patients as stemming from a punitive, sadistic, and an
unintegrated superego and as resulting in a sense of ‘‘inner badness’’ with sadomasochistic expression of aggressive impulses directed inward.
All these reports have been mostly theoretical, descriptive, and anecdotal.
However, clinical investigators have also identified similar subtypes of depressive
experiences [30–35]. These investigators differentiate between an interpersonally
oriented depression and a self-evaluative depression. The former is characterized by
dependency; fears of abandonment; and feelings of loneliness, helplessness, and
weakness; and the latter by self-criticism and feelings of unworthiness, inferiority,
failure, and guilt.
Efforts to identify psychological subtypes among depressed patients have been
used to distinguish between the depressive experiences of patients with borderline
personality disorder and patients with affective disorders. For example, Blatt [33]
has tied dependent depression (initially termed as anaclitic depression) to early
developmental issues typically found among individuals with character disorders
such as borderline personality. Self-critical depression (Initially referred to as introjective depression), is more characteristic of neurotic or ‘superego’ depression.
Blatt [34, 36] further suggests that borderline patients are vulnerable to feeling
rejected and abandoned and, subsequently, to dependent depressions resulting from
impairments in evocative constancy (the ability to evoke and maintain enduring
representations of self and others, especially during stressful times). Subsequently,
Blatt and Auerbach [37] have proposed that borderline pathology is related to both
dependent/anaclitic and self-critical/introjective pathology: Anaclitic borderline
pathology evidences itself primarily in difficulties with dependency and affect- regulation. Introjective borderline pathology exhibits itself primarily in conflicts over
self-worth and autonomy.
Blatt and his co-workers [38] developed the Depressive Experiences Questionnaire (DEQ), a 66-item self-report measure, to assess a broad range of feelings and
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beliefs regarding the self and interpersonal relationships reported by depressed
patients rather than to assess the primary clinical symptoms of depression. Factor
analysis identified three factors: Dependency, Self-Criticism, and Efficacy. These
factors have been found to be stable and to have good levels of internal consistency
in clinical and non-clinical samples [39] and numerous studies demonstrate the
validity of these factors (see [40], for a review).
Using the DEQ, Westen and colleagues [41, 42] differentiated the depression of
borderline patients from both major depression and dysthymia. Westen et al. [41]
found that borderline subjects with and without major depression scored significantly
higher in both dependency and self-criticism than subjects with major depression
only, even after controlling for severity of depression. In a second study, Wixom et al.
[42] found that borderline dysthymic adolescent girls scored significantly higher on
self-report dependency and self-criticism, as well as dependency on the Rorschach,
than non-borderline dysthymic girls. Again, there were no group differences in the
severity of depression as measured by standard self-report depression measures (e.g.,
Hamilton Rating Scale). Rogers et al. [43] and Southwick et al. [44] also investigated
the relationship between depression and borderline pathology. Rogers et al. [43]
found that depression in borderline personality is associated with self-condemnation,
emptiness, abandonment fears, self-destructiveness, and hopelessness. Southwick
et al. [44], using the DEQ, found that patients with borderline personality were
higher in self-critical depression as compared with depressed patients without borderline personality. However, contrary to Westen and co-workers [41, 42], Southwick
et al. [44] did not find the same for dependent/anaclitic depression.
One possible explanation for the discrepancy between Southwick et al.’s [44]
findings and those of Westen and his colleagues [41, 42] is gender differences in the
respective samples. Participants in Westen’s studies [41, 42] consisted mostly of
women, whereas, participants in Southwick et al.’s study [44] were predominately
men. A number of studies have found that women tend to score higher on the
dependency factor than do men [45–48]. Another possible reason for the discrepancy
relates to participant ages. Westen’s studies [41, 42] involved adolescents and young
adults, whereas Southwick et al.’s studies [44] involved middle-aged, Vietnam veterans. There is some evidence that individuals preoccupied with relationships either
gradually become secure (by finding or creating a trusting, positive marital–romantic
relationship) or become more self-protectively avoidant as they age [49, 50]. Thus,
Southwick’s middle-aged veterans [44] may have become more avoidant and less
dependent than Westen’s adolescent subjects [41, 42].
Another reason, however, may concern the DEQ itself. Subsequent to the
development of the DEQ, Blatt et al. [51] using small space analysis [52] identified
two subscales within the Dependency factor. The first was an Anaclitic Neediness
subscale characterized by items that expressed anxiety related to feelings of helplessness, fear of separation and rejection, loss of gratification, and frustration that
were not linked to a particular relationship. The second was an Interpersonal
Depression subscale characterized by items that measure loneliness in response to
disruptions of specific relationships, sadness in response to a loss and/or in relation to
an actual person. Blatt [51] hypothesized that the Interpersonal Depression scale
represented a more adaptive depression because it is related to real losses and not a
non-specific generalized sense of loss and abandonment. Consistent with this idea,
Blatt et al. [51] found that the new Anaclitic Neediness subscale had significantly
greater correlations with independent measures of depression, whereas the
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Interpersonal Depression subscale had significantly higher correlations with measures
of self-esteem (although still related to depression measures). Thus, the combining
of Anaclitic Neediness and the Interpersonal Depression subscales in the original
Dependency factor might have confounded findings by weakening the strength of
the correlations between the DEQ Dependency factor and other measures or
obscure differential relationships with other measures.
Another important issue raised from prior theorizing (e.g., Adler, Kernberg, Blatt)
and the findings of Westen and colleagues [41, 42], Southwick et al. [44] and Rogers
et al. [43] concerns the relationship of borderline pathology to self-criticism (introjective pathology). Previous researchers have investigated dependent/anaclitic and
self-critical/introjective dimensions by comparing borderline patients with non-borderline patients, but have not explored the relations of these dimensions to specific
aspects of borderline pathology (e.g., self-destructive behavior or affective lability).
In a separate line of research, Clarkin et al. [53], using the eight DSM-III-R
borderline personality disorder criteria as rated from the SCID-II, identified three
factors: Identity Problems and Interpersonal Difficulties; Affect Difficulties and SelfHarm; and Impulsivity. These factors identified by Clarkin et al. [53] have, for the
most part, been replicated in later studies by other investigators [54, 55] and may be
useful in exploring the relation between dependent/anaclitic and self-critical/introjective depression dimensions with that of borderline personality pathology.
In the present study, we investigate the quality of depressive experiences in
borderline patients. We attempt to replicate and extend previous findings by
examining differences in the phenomenology of depressive experiences in patients
diagnosed with borderline personality disorder and a DSM-III-R depressive disorder
as compared to patients with borderline personality disorder without a DSM-III-R
depressive disorder, and as compared to patients with a DSM-III-R depressive
disorder but without borderline personality disorder. We attempt to extend previous
findings by examining recent distinctions in the phenomenology of depressive
experiences by employing the new DEQ subscales. Additionally, we attempt to
extend previous findings by exploring the relationship between Clarkin et al.’s [53]
borderline personality factors and the DEQ factors and subscales.
Based on the theoretical formulations and research reviewed above, we hypothesize that the severity of depression as measured by a standard depression subscale
will not differentiate between subjects with borderline personality and those without. Borderline depression, however, will be related to anaclitic neediness and intense concerns about loss of gratification and experiences of frustration, but not
interpersonal depression. Additionally, borderline depression will be related to selfcriticism. However, this relation will be due mostly to identity disturbance, rather
than interpersonal conflicts or affect-regulatory problems. Moreover, these relationships will not be an artifact of depressive mood, gender, or age.

Method
Participants
Participants were 56 (24 male and 32 female) non-neurologically impaired adolescent and young adult inpatients (M = 19.9 years, SD = 6.0). Twenty-nine patients
were diagnosed with borderline personality disorder and a depressive disorder
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(major depression, dysthymia or both), 17 patients were diagnosed with a depressive
disorder without borderline personality disorder, and 10 patients were diagnosed
with borderline personality disorder and no concurrent depressive disorder. Subjects
were predominately white, single, and middle class based on the Two Factor Index
of Social Position [56]. As part of their diagnostic evaluation subjects were evaluated
with semi-structured clinical interviews for DSM-III-R disorders and were assessed
for current level of psychosocial functioning using the Global Assessment of Functioning scale [57]. Subjects also completed a number of self-report measures
including the Depressive Experiences Questionnaire [58] and the Symptom
Checklist-90-Revised [59].

Measures
Diagnostic interviews
Structured Clinical Interview for DSM-III-R-Patient Version [60]. The SCID-P is a
structured clinical interview for DSM-III-R Axis I diagnoses for patients older than
18 years of age.
Schedule for Affective Disorder and Schizophrenia–Epidemiological Version [61].
The K-SADS-E is a structured clinical interview for DSM-III-R Axis I diagnoses for
patients less than 18 years of age.
Personality Disorder Examination [62]. The PDE is a semi-structured diagnostic
interview that assesses the presence of DSM-III-R personality disorders. In adult
subjects traits must be present and pervasive for a minimum of 5 years. In adolescent
subjects traits are considered present, if it has been pervasive and persisted for a
minimum of 3 years. Using the eight DSM-III-R borderline personality disorder
criteria as rated from the PDE, we also created the three factors identified by
Clarkin et al. [53] as follows: Identity Problems and Interpersonal Difficulties
(unstable relationships, frantic efforts to avoid abandonment, identity disturbance,
and feelings of emptiness criteria); Affect Difficulties and Self-Harm (affective
instability, intense anger, and suicidality criteria); and Impulsivity (impulsivity
criterion).
Diagnosis
All structured interviews were conducted by trained doctoral and master’s level
clinicians with extensive experience using the instruments and who had established a
high level of reliability before administering any clinical interviews for this study.
Interviewers were blind to scores on all the self-report measures, and self-report
measures were not used in making diagnoses or rating criteria in the structured
interviews.
Diagnoses were established by ‘‘best estimate’’ methods at an evaluation conference with information from the admission notes, hospital chart, clinician
descriptions, and K-SADS or SCID and PDE interview data. This method is in
accordance with the LEAD standard advanced by Spitzer [63] and others [64].
Ratings, conducted alongside the current interviews on a sub-sample of 45 subjects,
confirmed high interrater reliability. Kappa coefficients for categorical diagnoses
were as follows: Major Depression 0.81; Dysthymia 0.68; and Borderline Personality
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Disorder 0.84 (weighted kappa). The Intraclass correlation coefficient (ICC) for
dimensional ratings of Borderline Personality Disorder criteria was 0.91. These reliabilities compare favorably to those reported by other investigators.
Depression measures
The Symptom Checklist-90-Revised [59] The SCL-90-R is a 90-item self-report
measure of clinical functioning tapping nine relevant domains that focus on experiences of distress and symptomatology within the last seven days. Subjects rate
items on a 5-point scale of distress ranging from 0 ‘‘not at all’’ to 4 ‘‘extremely.’’ In
the present study we used only examined the depression subscale. Groups were
compared on raw scores because no standardized T score value norms exist for
adolescent inpatients. Raw scores were computed by summing each item on a factor
and dividing by the number of items comprising the factor. Thus, each factor’s scores
could range from 0 to 4.
Depressive Experience Questionnaire [58]. The DEQ, is a 66-item, 7-point Likerttype, self-report questionnaire. The measure was scored using the factor-weighting
procedure provided by Blatt et al. [58]. In addition, we used Blatt’s [51] newly derived
Anaclitic Dependency (10 items from the Dependency factor) and Interpersonal
Depression (8 items from the Dependency factor) subscales. Internal consistency in
the present sample for the DEQ factors and subscales were at acceptable levels with
Cronbach alpha coefficients as follows: Dependency 0.77; Anaclitic Neediness 0.77;
Interpersonal Depression 0.73; Self-Criticism 0.87; and Efficacy 81.
Psychiatric functioning
The Global Assessment of Functioning Scale [57] The GAF provides a single global
rating of functioning and symptomatology. Scores range from a low score of 1 (e.g.,
needs constant supervision, serious suicide act with clear intent and expectation of
death) to a high score of 100 (e.g., superior functioning in a wide range of activities,
no symptoms).

Results
Preliminary analyses
There were no gender differences in the distribution of axis I or axis II disorders or
in the make-up of the three groups. The depressed non-borderline group was slightly
yet significantly older than the other two groups (Ms = 22.5 vs. 17.8; F (55) = 2.84,
P < 0.03). There were no other significant differences in regard to any other
demographic data or in the distribution of axis I and II diagnoses (with the obvious
exception of borderline personality disorder).
Group comparisons
A two-way (group · gender) MANOVA was performed on the SCL-90-R
Depression Scale (SCL-90-R DS) and the DEQ factors and subscales. The overall
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F value for the effect of diagnostic group was significant (F (10, 64) = 2.52, P < 0.01).
Means from univariate test are shown in Table 1, with subscripts summarizing the
results of Tukey B post-hoc comparisons. As can be seen, consistent with prior
expectations, the three groups were not distinguished by the severity of depression
as assessed by the SCL-90-R-DS. There was a trend towards significance for the
Dependency factor with the depressed-only group scoring lower. The groups significantly differed on the Anaclitic Neediness subscale, with both groups of borderline subjects scoring higher than depressed-only subjects. There was no difference
between groups on the Interpersonal Depression subscale or on the Self-Critical and
Efficacy factors. The overall F values for the effect of gender and the interaction
effect were insignificant. The findings remained the same when covarying for
severity of depression or age.
Although there was not a significant univariate effect of diagnostic group (nonborderline depressed, borderline depressed, and borderline non-depressed) on selfcriticism, a planned comparison between the non-borderline depressed and two
borderline groups combined produced a significant result, t(53) = 2.13, P < 0.04. As
expected, borderline depressed and borderline non-depressed patients scored higher
on self-criticism.
Correlational analyses
Table 2 shows the correlations between the depression measures and the borderline
personality factors identified by Clarkin et al. [53]. Of note, Anaclitic Neediness was
significantly related to all three factors. Self-Criticism, on the other hand, was significantly related only to Factor I-Identity Problems and Interpersonal Difficulties.
There were no other significant correlations.
Because of the mixture of intra and interpersonal difficulties in Clarkin et al.’s
[53] Factor I (and to a lesser degree the affect and impulsivity problems in their
Factor II), we created composites in addition to Clarkin et al.’s [53] factors also using
the DSM-III-R borderline personality disorder criteria from the PDE. Composite I
is the sum of DSM-III-R criteria 6 and 7 (identity disturbance and feelings of
emptiness), which represents identity disturbance. Composite II represents interpersonal difficulties and is the sum of criteria 1 and 8 (unstable relationships and
frantic efforts to avoid abandonment). Composite III represents self-destructive
behaviors and is the sum of criteria 4 and 5 (intense anger and suicidality criteria).

Table 1 Comparison of groups on depression measures
Depression Measure

Depressed

BPD + Depression

BPD only

F Ratio

GAF
SCL-90-R-DS
Dependency
Anaclitic
Neediness
Interpersonal
Depression
Self-Criticism
Efficacy

38.5
1.53
–0.41

39.5
1.85
0.06

35.3
1.81
0.15

0.73
0.74
2.00

40.7a

49.2b

55.9b

7.25**

41.3
0.18
–0.63

43.5
0.83
–0.92

46.3
0.88
–0.41

1.51
2.18
0.66

** P < 0.01
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Table 2 Correlations of the SCL-90-R Depression subscale and the DEQ factors and subscales with
the Clarkin et al. BPD factors
Depression Measure

BPD Factor 1

SCL-90-R
Dependency
Anaclitic
Neediness
Interpersonal
Depression
Self-Criticism
Efficacy

0.08
0.25

0.09
0.18

0.08
0.24

0.41**

0.32*

0.51***

0.28
0.33*
0.04

BPD Factor 2

0.16
0.22
–0.12

BPD Factor 3

0.18
0.20
–0.12

Note: BPD factor 1 = Identity and interpersonal concerns; BPD factor 2 = Self-destructive behaviors; BPD Factor 3 = Impulsivity
* P < 0.05; ** P < 0.01; *** P < 0.001

Finally, Composite IV represents lability and impulsivity and is the sum of criteria 2
and 3 (affective instability and impulsivity). Table 3, summarizes the correlations
between the depression measures and the composite scales. As shown in Table 3 and
consistent with our hypotheses, the Self-Criticism factor was highly correlated with
Composite I and moderately related to Composite III. The DEQ Dependency factor
was moderately related to Composite II (Interpersonal Distress). The Anaclitic
Neediness subscale was significantly related to Composite II, Composite III (SelfDestructive Behavior) and Composite IV (Lability and Impulsivity). Interpersonal
Depression was related to Composite II, but in contrast to Anaclitic Neediness was
unrelated to Composites III and IV. Efficacy was unrelated to any of the composites.
The SCL-90-RD was moderately related only to the Composite I (Identity Problems).

Discussion
We found that young adult inpatients with borderline personality disorder, irrespective of the presence or absence of a diagnosed DSM-III-R depressive disorder,

Table 3 Correlations of the SCL-90-R Depression subscale and the DEQ factors and subscales with
the BPD composites
Depression Measure BPD Composite 1 BPD Composite 2 BPD Composite 3 BPD Composite 4
SCL-90-R
Dependency
Anaclitic
Neediness
Interpersonal
Depression
Self-Criticism
Efficacy

0.29*
0.11
0.21
0.12
0.57***
0.13

–0.05
0.22
0.37**
0.29*
0.02
–0.09

0.08
0.21

0.18
0.18

0.36**

0.41**

0.25
0.26*
–0.09

0.09
0.17
–0.12

Note: BPD Composite 1 = Identity concerns; BPD Composite 2 = Interpersonal distress; BPD
Composite 3 = Self-destructive behaviors; BPD Composite 4 = Lability and impulsivity
* P < 0.05; ** P < 0.01; *** P < 0.001
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exhibited as severe depression as those with a depressive disorder but without
borderline personality disorder. Additionally, our data support the hypothesis that
individuals with borderline personality, both with and without a comorbid depressive
disorder, can be differentiated from those depressed without borderline personality
disorder by the phenomenology of their depressive experiences. Borderline personality disorder was significantly related to Anaclitic Neediness characterized by
increased feelings of helplessness, fears and apprehensions concerning separateness
and rejection, and intense concerns about loss of gratification and experiences of
frustration. In addition, these differences are not an artifact of severity of depression,
severity of illness, age, or gender. Moreover, the strong correlations between Anaclitic Neediness and all three of Clarkin et al.’s borderline personality disorder
factors [53] and the Interpersonal Difficulties (Self-Desctructive Behavior and
Lability and Impulsivity composites) suggest that this result is not an artifact of
overlapping items between the measures. Likewise, the correlation between the SelfCriticism factor and the Self-Destructive Behavior composite suggest the same.
Our findings also help to clarify the relationship that Westen [41, 42] and
Southwick [44] and their respective colleagues found between borderline pathology
and self-criticism. In the present study the association between these two variables
resulted from the relationship between self-criticism to identity disturbance and selfdestructive behavior. This finding is consistent with the idea that borderline
depression may result, in part, from internal representations of oneself as evil or
having an ‘‘inner badness.’’ This dynamic has been described by Kernberg, Adler,
and Gunderson and is similar to Blatt’s introjective depression but goes beyond guilt
to a more primitive sense of self as wicked or demonic. Westen et al. [41] suggest
that this aspect of borderline depression is ‘‘introjective-like’’ rather than the more
coherent mature internalization characteristic of neurotic or ‘‘superego’’ depression.
Along these lines, Perry and Cooper [65] theorize that borderline patients typically
have a longstanding sense of rage that, when consciously experienced, is harshly
turned upon themselves in a way that often begets self-destructive impulses and acts.
This ‘‘introjective-like’’ depression is thought to be distinct from the ongoing erosion
of confidence and self-esteem typical on non-borderline depressed patients, who
tend to be burdened by an overly self-critical nature and are often driven by perfectionistic goals to which they aspire and often fall short. This interpretation must
remain speculative, however, because no measure in our study or any previous
research has been devised to differentiate the sense of evilness or inner badness that
seems to characterize the borderline individual’s experience from the perfectionist/
self-critical experiences typical of neurotic level depression.
Similar to Southwick et al. we did not find a relationship between dependency and
borderline pathology in our mixed-sex sample; however, we did find a relationship
between Anaclitic Neediness and borderline pathology. Thus, it is likely that combining the more adaptive Interpersonal Depression subscale and the less adaptive
Anaclitic Neediness subscale in the original Dependency factor might confound
findings by weakening the strength of the correlations between the DEQ Dependency factor and other measures. It would be interesting to examine whether
Southwick et al. [44] could find a similar pattern in their data.
Our findings that the borderline non-depressed group scored similarly to the
borderline depressed group on the depression measures and higher than the
depressed-only group suggest that depression may be ever more pervasive for those
with borderline personality than generally acknowledged. That is, young adult
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inpatients with borderline personality disorder do not have to have a diagnosed
depressive disorder in order to be experiencing significant depression. Our finding is
also consistent with recent findings from Westen and Shedler [66, 67]. For example,
Westen and Shedler [66] found that borderline patients are most distinguished by
their intense poorly modulated affect and by their ubiquitous dysphoria and desperate efforts to regulate their dysphoric affect. Additionally, quantitative unitary
measures of depression such as the Beck Depression Inventory, the Hamilton Rating
Scale, and SCL-90-R, which focus on symptoms and the severity of depression,
appear to have limited utility in characterizing the quality of depression in patients
with borderline pathology. Moreover, considering that the borderline non-depressed
group scored as similarly to the borderline depressed group on the depression
measures and higher than the depressed-only group, it is likely that structured
interviews such as the SCID, with their focus on symptoms, also may not pick up on
the distinctive phenomenology of borderline pathology. Conversely, although individuals diagnosed with borderline personality disorder typically present with dysphoric affect, this affect does not necessarily correspond to an Axis I major
depression. Therefore, the quality and symptoms of depression in patients with
borderline personality disorder needs to be carefully assessed, and the mere presence of depression cannot necessarily be assumed to indicate an Axis I major
depression. Merely assessing the severity or the symptomatology of depression may
be problematic for both clinical work and research. Indeed it may be that theoretically-driven, phenomenological dimensions ultimately have greater diagnostic
utility than conventional so-called ‘‘atheoretical’’ DSM symptom clusters for
understanding the experience of depression in patients with borderline personality
disorder (although whether this perspective will yield knowledge of etiology, course,
or treatment still needs to be established).
One other implication of our findings concerns the importance of the careful
assessment for borderline personality disorder in inpatients that meet criteria for a
depressive disorder. A number of studies indicate that many patients with major
depression have concomitant personality disorders—even in outpatient settings [68–
70]. Moreover, depressed patients with borderline personality disorder generally
fare less well in treatment than depressed patients without borderline personality
[71–78]. Similarly, pharmacological studies have found differences in medication
response between borderline and non-borderline depressives [23, 79–82], with borderline depressives being less responsive to medications and sometimes even having
a paradoxical effect [83, 84]. In terms of suicidality associated with major depression,
recent research has found that objective severity of current depression does not
distinguish patients who attempt suicide from those who have never attempted
suicide. However, borderline personality disorder, higher scores on subjective
depression, rates of lifetime aggression, and impulsivity all increase the frequency
and lethality of suicidality in depressed patients [85–88]. These studies suggest that,
although the severity of depression in terms of symptomatology is insufficient to
explain suicidal behaviors in individuals who have major depression, the presence of
borderline personality disorder, irrespective of a depressive disorder, increases the
number and severity of suicide attempts. Given these findings, clinicians who consider axis I mood disorder diagnoses to be primary and borderline pathology to be
less relevant for treatment planning may be seriously mistaken. In addition,
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depression researchers who fail to assess for borderline personality disorder may find
spurious results.1
A number of limitations of the present study are noteworthy. First, our sample
was small and heterogeneous (high rates of multiple diagnoses). Although on the
one hand, the study’s small sample size renders the high level of significance in the
expected direction as more impressive, small sample size, and therefore low power,
is a potential weakness regardless of the results because the probability of rejecting a
true null hypothesis is only slightly smaller than the probability of rejecting the null
hypothesis when the alternative is true [89]. This limitation is offset to some degree
by the fact that our results replicate previous findings. Heterogeneity notwithstanding, our sample is also representative of severely disturbed inpatient samples,
and therefore has clinical relevance and ecological validity. Additionally, this limitation is less important when focusing on dimensions rather than on categorical
personality diagnoses. Nevertheless, the sample’s heterogeneity may mask or distort
the very relations we are seeking to explore. Another limitation concerns the fact
that our data were collected between prior to the advent of DSM-IV and therefore
our diagnoses are based on DSM-III-R criteria. However, the symptoms for major
depressive disorder are the same in both editions of DSM. With regard to BPD,
there was only one change in the criteria. DSM-IV added the criterion of stressrelated paranoid ideation or dissociative symptoms. Lastly, our findings may not be
generalizable to outpatients, especially in light of research that suggests differences
between in-and outpatients both regarding depression and personality disorders [90,
91]. Thus, the inclusion of outpatients, or even non-patients, representing a less
severe end of the continuum, could alter our findings.
Strengths of the study include careful diagnostic work-ups of patients by highly
trained clinicians using reliable structured interviews, the use of the new DEQ
subscales, and the examination of BPD symptom clusters based on factor analysis.
The use of the new DEQ subscales helps clarify previous inconsistencies in the
literature and provides an incremental contribution to the literature on the relationship between personality dimensions and borderline personality disorders. The
examination of BPD symptom clusters based on factor analysis is important because
borderline personality disorder is a heterogeneous disorder which has implications
for understanding developmental pathways, mechanisms of pathology, and treatment response.
In summary, our results suggest that the emptiness, sense of inner badness, and
concern with potential abandonments and sense of aloneness experienced by patients with borderline personality is not simply the co-occurrence of two discrete
diagnoses. But rather, as a number of theorists [10, 28, 29, 37, 80] and investigators
[3, 18, 41] have contended, these feelings seem central to the pathology itself. Future
research should focus on the social-cognitive processes [92–94] underlying these
differences in the subjective experience of depression.

1

Research with anxiety disorders has found similar findings with regard to the relationship between
suicidality and impulsivity, aggression, and borderline personality disorder [95, 96]. Although initial
studies suggested that individuals with panic disorder and anxiety symptoms are at increased risk for
suicidality [97, 98], recent research indicates that panic disorder is not associated with suicidality in
the absence of risk factors that include personality disorders, aggression, and impulsivity [95, 96]. In
contrast, major depression was not a risk factor for suicidality in panic disordered patients [96].
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