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This study describes the pattern of affect instability in adults with border- 
line personality disorder (BPD). Clinical histories and the Diagnostic 
Inventory for Borderlines were used to identify 3 groups: 1) BPD (N = 15), 
2) Asymptomatic (N = 10), and, 3) Non-BPD, Anorexia Nervosa Clinical 
Control (N = 4). An experience sampling procedure (Hormuth, 1986) was 
used to obtain 50 measures of affect over 10 days. The findings showed 
that BPD subjects experienced higher levels of unpleasant affects and 
greater short-term fluctuations in unpleasant affects than the asymptom- 
atic subjects. However, BPD and asymptomatic subjects experienced more 
fluctuations in the pleasant affects than the AN subjects. These findings 
support the hypothesis that BPD is associated with a unique pattern of 
affect dysregulation. 
Copyright © 1996 by W.B. Saunders Company 

A FFECT INSTABILITY is widely recognized 
as a core feature of borderline personality 

disorder (BPD). Rapid and extreme shifts in mood 
from baseline into dysphoria, irritability or anxiety 
are identified in the Diagnostic and Statistical 

Manual o f  Mental  Disorders (American Psychiatric 
Associations, 1994; 1987) as one of the essential 
criteria for BPD diagnosis. Clinical and theoretical 
accounts of the disorder suggest that adults with 
BPD have a limited ability to buffer the impact of 
stressors, and, consequently, react with marked 
shifts in affect each time a stressor is encountered 
(see Ellison & Adler, 1990; Gunderson & Phillips, 
1991; Liebowitz & Klein, 1981; Linehan, 1987a). 

Despite the broad consensus acknowledging the 
centrality of affective instability in BPD, remark- 
ably little is known about the pattern of affect 
fluctuations that characterize this population. To 
date, most descriptions of affect instability in BPD 
are based on clinical accounts that broadly describe 
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angry outbursts and precipitous episodes of depres- 
sion (Cowdry, Gardner, O'Leary, Leibenluft, & 
Rubinow, 1991). The few research studies that have 
examined affect instability have used global mea- 
sures of affect that provide little information about 
the pattern of specific affect changes. For example, 
Cowdry et al. measured affect two times daily over 
a two-week period in four groups of subjects 
including adults with BPD, adults with major 
depression, adults with premenstrual syndrome, 
and normal adult controls (1991). In this study, two 
measures of affect were used including a visual 
analog and a 24-point scale both anchored by "best 
I 've ever felt" and "worse I've ever felt." The 
findings showed that subjects in the BPD group 
experienced more variability in affect over the 
two-week period and less consistency in affect state 
from day-to-day than the other clinical and nonclini- 
cal groups. Although the findings provide general 
support for the notion that adults with BPD experi- 
ence more short-term variability in affect than other 
clinical and nonclinical samples, they provide little 
specific information about the pattern of affect 
fluctuations. 

The lack of detailed knowledge about the spe- 
cific pattern of affect instability has had important 
consequences in the diagnosis and treatment of 
BPD. In a review paper on the utility of the 
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Diagnostic and Statistical Manual 3rd-revised 
(DSM-III-R) criteria for establishing a BPD diagno- 
sis, Gunderson, Zanarini, and Kisiel acknowledged 
the high prevalence of affect instability in samples 
of adults with BPD (1991). However, they ques- 
tioned the extent to which the symptom contributes 
to the high rate of overlap between BPD and other 
personality and depressive diagnoses. They argued 
that the symptom, as it is currently defined, lacks 
specificity and suggested that the definition must be 
refined to improve the usefulness of the symptom 
in establishing a differential diagnosis. 

The lack of clarity in defining the nature of affect 
instability in BPD has also impacted the develop- 
ment of effective affect-stabilizing interventions. 
For example, studies on the pharmacotherapy of 
BPD define affect instability in a variety of ways 
ranging from rejection sensitivity and irritability to 
depressive/hypomanic mood swings, and have iden- 
tified a broad array of psychotropic agents includ- 
ing lithium, monoamine oxidase inhibitors (MAOI), 
and haloperidol to reduce or eliminate the symptom 
(for examples, see Cowdry & Gardner, 1988; 
Ellison & Adler, 1990; Links, Steiner, Boiago, & 
Irwin, 1990; Soloff, George, Nathan, Schulz, & 
Cornelius, 1988). Cognitive-behavioral approaches 
have tended to view affect instability in BPD as 
pathologically high levels of emotional reactivity 
to events and have proposed a variety of foci for 
intervention including helping individuals reduce 
the intensity of their reactions to events (see Beck 
& Freeman, 1990) and strengthening their capacity 
to tolerate and cope with intense negative affects 
(Linehan, 1987a; MacLeod, Williams, & Linehan, 
1992). 

Clearly, affect instability is recognized as an 
important focus of treatment in most approaches to 
the treatment of BPD, yet the specific affects 
experienced and the pattern of affect dysregulation 
remains unclear. Do persons with BPD experience 
variability in only negative affects, such as sadness 
or anger and anxiety? Or do they have difficulty 
regulating all affect states including positive and 
negative affects? Do adults with BPD differ from 
other populations according to the frequency of 
their emotional reactions, the intensity of emotion 
experienced, or in their ability to restore a baseline 
level of affect after a threat is encountered? Identi- 
fication of specific properties of affect dysregula- 
tion that are unique to BPD not only holds the 
potential of improving the diagnostic utility of the 

symptom but may enable clinicians to develop 
more focused biologic and cognitive-behavioral 
affect stabilizing interventions. 

The purpose of this study is to describe the 
pattern of affect instability in adults with BPD and 
to compare the pattern with those experienced by 
other asymptomatic and non-BPD clinical samples. 

METHODS 

Sample 

Three groups of subjects participated in this 
study, the Borderline Personality Disorder (BPD) 
Group (N = 15), the Anorexia Nervosa (AN) group 
(N = 4), and the Asymptomatic Control Group 
(N = 10). The AN group was included as a clinical 
control group to enable investigation of patterns of 
affect that distinguish adults with BPD from those 
with other non-BPD psychiatric disorders. An- 
orexia nervosa was selected for the comparison 
group because: (A) instability of affect is recog- 
nized as an important symptom of both disorders 
(Cowdry et al., 1991; Goodsitt, 1983) and (B) the 
severity of the disorders are comparable in that 
both are associated with severe impairments in 
self-care abilities that often necessitate inpatient 
hospitalization. 

Subjects for the clinical groups were recruited 
from three inpatient psychiatric units at local 
hospitals. The Diagnostic Inventory For Border- 
lines (DIB) (Gunderson, Kolb, & Austin, 1981) and 
a clinical history were used to establish primary 
diagnosis and group placement. To establish a 
diagnosis of BPD, the individual had to meet 
DSM-III-R (American Psychological Association, 
1987) criteria for BPD and score 7 or above on the 
DIB. Similarly, to establish a diagnosis of AN, the 
individual had to meet DSM-III-R criteria for AN 
and score 5 or below on the DIB. Individuals were 
considered asymptomatic if they had a negative 
history for psychiatric disorders and scored 5 or 
below on the DIB. Additional criteria for participa- 
tion in the two groups included: (A) no history of 
organic, developmental, and chronic psychotic dis- 
orders and (B) literacy in English. 

The DIB is a semi-structured interview that 
focuses on five areas of functioning including 
social adaptation, impulse/action patterns, psy- 
chotic symptomology, and interpersonal relations 
(Gunderson & Kolb, 1978). Based on the subjects' 
responses to 123 questions, the interviewer rates 
the subject on 29 items that are summed to 
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determine the score. DIB scores range from 0 to 10 
with a score of 7 or above necessary for the 
diagnosis of BPD. Discriminate and known group 
techniques have been used to support the validity of 
the measure (Soloff & Ulrich, 1981). 

The DIB was designed to be administered by a 
skilled psychiatric clinician (Comell, Silk, Ludo- 
lph, et al., 1983). In this study, approximately half 
of the subjects in the BPD (N = 8) were recruited 
from an ongoing study of persons with BPD (Silk, 
Lee, Hill, & Lohr, 1995). For these subjects, the 
DIB was administered by a member of the person- 
ality disorders research team before entry into this 
study. An acceptable level of interrater reliability 
for the team was established (K = .80) (Baker, Silk, 
Weston, Nigg, & Lohr, 1992). For all other sub- 
jects, the DIB was administered by the investigator, 
who was trained in the administration of the DIB. 
The investigator was considered a reliable inter- 
viewer after concurrently rating five patients with a 
member of the personality disorders research team 
and successfully establishing: 1) the same group 
placement and 2) a total DIB score that was within 
one scale point as that assigned by the experienced 
interviewer. 

Twelve of the 15 subjects in the BPD group, nine 
of the 10 Asymptomatic subjects, and all four of the 
AN group were female. The mean age was 27.6 
(SD = 5.7) years for the BPD group, 29.3 
(SD = 7.0) years for the Asymptomatic group and 
26.3 (SD = 11.3) years for the AN group (p = ns). 
Subjects in the Asymptomatic group had higher 
level of education (M = 17.2, SD = 2.5) than those 
in the BPD group (M = 14.2, SD = 3.6) and the 
AN group (M = 13.8, SD = 1.5; ANOVA with 
Tukey's Honestly Significant Different Test (HSD), 
p < .05). Tukey's HSD, was used for all post hoc 
comparisons because this statistic adjusts the alpha 
level to reflect the number comparisons performed. 
In the BPD group, 8 subjects were single, 1 
married, and 6 divorced. In the Asymptomatic 
group, 4 subjects were single and 6 were married. 
In the AN group, 3 subjects were single and 1 
subject was married. 

Six of the BPD subjects were not on psycho- 
tropic medications at the time of data collection. Of 
the 9 on psychotropic medications, 4 were on a 
mood-stabilizing drug, 2 were on antidepressants, 1 
was on an antipsychotic medication, and 2 were 
receiving a combination of antidepressant, mood- 
stabilizing and antipsychotic drugs. Of the 9 sub- 

jects on medication, 6 subjects had started the 
medication during the current hospitalization and 3 
subjects had begun the medication before admis- 
sion. In the AN Group, 2 subjects were not on 
psychotropic medication and 2 had started taking 
medication during the current hospitalization. One 
subject was taking both a mood-stabilizing and an 
antidepressant medication and the other was taking 
an antipsychotic medication. 

MeclSbtres 

To examine instability or short-term fluctuations 
in affect, it was necessary to measure affect states 
repeatedly over time. The experience sampling 
method (Hormuth, 1986; Larson & Csikszentmi- 
halyi, 1983) was used to obtain multiple measures 
of affect during the person's everyday activities. 
Subjects were asked to wear an alarm watch for a 
period of 10 days. The watch was set to signal the 
subject five times daily at random intervals approxi- 
mately 3 hours in length between the hours of 9 
a.m. and 9 p.m. During the experience sampling 
period, subjects carried a small notebook of diaries 
with them. At each signal, subjects were instructed 
to immediately complete a one-page, diary-type 
questionnaire that included a measure of affect. 

Instability of Affect. The Self-Report Affect 
Circumplex Scale (Larsen & Diener, 1992) was 
used to measure instability of affect. This measure 
is based on the circumplex model of affect in which 
it is posited that two main dimensions are underly- 
ing the majority of affect states: hedonic valence 
(pleasant and unpleasant dimension) and activation 
(high- and low-energy dimension). Four additional 
dimensions of affect are identified that reflect 
combinations of the two main dimensions. They 
include: (A) activated-pleasant, (B) unactivated- 
pleasant, (C) activated-unpleasant, and (D) unacti- 
vated-unpleasant affects. Subjects are asked to rate 
48 mood adjectives on a 5-point scale according to 
"how you are feeling now." The scale was an- 
chored by "not at all/slightly" at one pole and 
"extremely" at the other. Eight affect scales, each 
consisting of 6 adjectives, are included in the 
measure (see Figure 1). Cronbach alpha coefficients- 
for the scales ranged from .70 to .94. 

For this study, the within-subject standard devia- 
tion across the repeated measures of the affect state 
was used as an index of instability of the affect. For 
each of the 8 affect scales, the subject's standard 
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Fig 1. The self-report affect circumplex. Larsen, R., & 
Diener, E, Review of personality and social psychology/ 
promises and problems with the circumplex model of emo- 
tion (13), pp 25-29, copyright © 1992 by Sage Publications, Inc. 
Reprinted by permission of Sage Publications, Inc. 

deviation across the multiple measures of the affect 
was computed. The individual's standard deviation 
on the affect scale was then used to calculate the 
group mean standard deviation. 

Level of Affect. Responses on the Self-Report 
Affect Scale (Larsen & Diener, 1992) were also 
used to measure the average level of each of the 8 
affect states. For each of the 8 scales, the subject's 
mean score across the multiple measures of the 
affect was computed and used as an index of level 
of the affect state. Again, the individual's mean 
scores on each of the 8 affect scales were used to 
compute group mean level scores. 

Procedures 

Approval for the study was obtained from the 
Institutional Review Board at the University of 
Michigan. All subjects completed a written in- 
formed consent before participating in the study. 
For all subjects, except the BPD subjects who were 
recruited from the personality disorder project, the 
DIB was administered by the investigator. To 
ensure that acute cognitive changes associated with 
starvation did not confound measurement of the 
study variables, individuals with anorexia nervosa 
were recruited into the study after they had success- 
fully completed nutrition classes and a nutrition 

examination. These two components of the treat- 
ment protocol indicate an ability to process and 
retain complex information and, therefore, were 
used as markers of an acceptable level of cognitive 
functioning. Subjects for the Asymptomatic control 
group were recruited through written advertise- 
ments from the community. 

Approximately three days after completing the 
DIB interview, subjects completed a packet of 
written questionnaires not addressed in this report. 
Subjects were then oriented to the experience 
sampling procedure and instructed on the comple- 
tion of the diary. A member of the research team 
met with the subject approximately every three 
days during the 10-day experience sampling period 
to reset alarm times, respond to any questions, and 
to collect completed diaries. The alarm times were 
changed two times during the study to reduce the 
possibility that subjects would become accustomed 
to the signal times and alter their routines in 
anticipation. Completed diaries were collected to 
reduce the chance of a subject completing all 
diaries at once near the end of the study. Finally, it 
was hoped that frequent meetings with a member of 
the research team would increase the diary re- 
sponse rate. 

Each subject was signaled a total of fifty times 
over the 10-day period. All subjects in the BPD and 
AN groups began the experience sampling during 
inpatient hospitalization. For those subjects who 
were discharged before the end of the experience 
sampling, data collection continued during their 
return to community living. For the BPD group, 
55% of the diaries were completed during inpatient 
hospitalization. For the AN group, 69% were 
completed during inpatient hospitalization. Re- 
sponse rate for diaries was 73% for the BPD group, 
83% for the AN group, and 88% for the Asymptom- 
atic group. Three subjects, all in the BPD group, 
failed to complete at least 15 repeated measures of 
affect. Consequently, their data was dropped from 
all analyses. For the remaining subject, the mean 
number of logs completed in the BPD group was 
42.7 (SD = 11.7; range = 15-50), AN group was 
49.0 (SD = 1.7; range = 32-50), and the Asymp- 
tomatic group was 43.9 (SD = 8.2, range = 27- 
50). Subjects were paid $5 for completing the DIB 
and an additional $35 for completing the rest of the 
study protocol. 
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RESULTS 

Instability of Affect 

A univariate analysis of variance model 
(ANOVA) with Tnkey's Honestly Significant Dif- 
ference test (HSD) were used to examine group 
differences in instability of the eight affect states. 
Table 1 shows the mean instability scores for the 
three study groups and results of the ANOVAs. 

Results of the ANOVAs showed significant group 
differences in 5 of the 8 affect instability scores 
including unactivated-pleasant (excited/lively), high 
activation (surprised/aroused), unpleasant (sad/ 
unhappy), activated-unpleasant (anxious/fearful), 
and unactivated-unpleasant (bored/tired) affects. 
Post-hoc comparisons showed an interesting pat- 
tern of findings. Subjects in the BPD group had 
higher instability scores than the Asymptomatic 
group in 3 affects including unpleasant (sad/ 
unhappy), activated-unpleasant (anxious/fearful), 
and unactivated-unpleasant (bored/tired) affects. 
When compared to the AN group, the BPD group 
had a higher instability score for high-activation 
affect (surprised/aroused), but the two groups did 
not differ in the level of instability for the 3 
unpleasant affect scales. 

A very different picture emerged, however, for 
the pleasant and low activation affect scales. For 
these affects, BPD and Asymptomatic subjects 
looked remarkably similar with both groups report- 
ing approximately equal levels of fluctuation in 
pleasant (happy/cheerful), activated-pleasant (ex- 
cited/lively), unactivated-pleasant (relaxed/con- 
tent), and low activation (quiet/tranquil) affects. In 
contrast, AN subjects reported significantly less 
instability in unactivated-pleasant (relaxed/con- 
tent) affect than both the Asymptomatic and BPD 
groups. In addition, AN subjects showed a nonsig- 

Table 1. Means and Results of ANOVAs of 8 Affect Instability 
Scores for BPD, Asymptomatic, and AN Groups 

BPD Asymp AN 
Affect N= 12 N -  10 N - 4  F p 

Pleasant .77 .79 .37 2.80 .082 

Activated pleasant .70 .62 .31 3.11 .064 
Unactivated pleasant .73 ~ .74 b .25 ab 4.64 .020 

Low activation .81 .74 .47 2.87 .077 

High activation .65 ~ .43 .31 a 5.08 .015 

Unpleasant .85 ~ .27 ~b .77 b 34.80 <.001 

Activated unpleasant .83 a .33 ~ .65 12.58 <.001 

Unactivated unpleasant .78 a .54 a .59 3.36 .052 

Note. Groups that share the same superscripts are signifi- 

cantly different at p -< .05 using Tukey-HSD. 

Table 2. Mean Proportion of Difference Scores Greater Than 
or Equal to 2 and Results of ANOVAs for 8 affects for BPD, 

Asymptomatic, and AN groups 

BPD Asymp AN 
Affect N= 12 N=10 N=4  F p 

Pleasant .09 .07 .02 1 .09  .350 

Activated pleasant .06 .04 .00 1 .03  .372 

Unactivated pleasant .06 .06 .00 1 .32  .287 

Low activation .08 .09 .00 1 .95  ,165 

High activation .03 .00 .00 3 .31  .055 

Unpleasant .06 a .00. .04 5 .37  .012 

Activated unpleasant .06 ,01 ,04 2.25 .129 

Unactivated unpleasant .08 .03 .02 2 .31  .122 

Note. Groups that share the same superscripts are signifi- 

cantly different at p -< .05 using Tukey-HSD. 

nificant tendency toward lower instability scores on 
the pleasant (happy/cheerful) and activated-pleas- 
ant (excited/lively) scales. 

To further explore the nature of affect instability 
in adults with BPD, a more refined exploration of 
the pattern of affect shifts was examined. Larsen 
(1987) has suggested that the within-subject stan- 
dard deviation is an aggregate statistic, which when 
used as an index of instability of affect, does not 
separate frequency of affect change from extremity 
of those changes. For example, it is impossible to 
distinguish extreme and frequent affect shifts from 
extreme but slow shifts in affect, based on the 
within-subject standard deviation alone. 

To further explore the pattern of affect shifts that 
characterize this population a score was computed 
to reflect the proportion of consecutive affect 
ratings with a change of 2 points or more. To 
compute this score, the affect scale score at Tx was 
subtracted from the affect score at Tx+l. When the 
absolute value of the difference score was greater 
than or equal to 2, a value of 1 was assigned; 
otherwise a value of 0 was assigned. The sum of the 
difference scores were then divided by the total 
number of difference scores computed for the 
individual on that affect scale. The individual's 
proportion scores were then used to compute group 
mean proportions and ANOVAs were used to 
examine group differences. The mean proportions 
by group and results of the ANOVAs are shown in 
Table 2. As can be seen, BPD subjects experienced 
a significantly greater proportion of 2 point changes 
in unpleasant (sad/unhappy) affect than those in the 
Asymptomatic group. In addition, the BPD sub- 
jects displayed a nonsignificant tendency toward a 
higher proportion of 2 point changes in the activated- 
unpleasant (M = .06, SD = .07, Range = 0-.20) 
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and unactivated-unpleasant domains (M = .08, 
SD = .09, Range = 0-.28) when compared to the 
Asymptomatic controls (activated-unpleasant: 
M = .01, SD = .02, Range = 0-.06; unactivated- 
unpleasant: M = .03, SD = .03, Range = 0-.10). 

Level of Affect 

Univariate analysis of variance with Tukey's 
HSD post-hoc comparisons were also used to 
examine group differences in mean levels of the 8 
affect states. Mean level affect scores for the 3 
study groups along with results of the ANOVAs are 
shown in Table 3. 

Consistent with current clinical conceptions of 
BPD, subjects in the BPD group reported signifi- 
cantly higher mean levels of unpleasant (sad/ 
unhappy) and activated-unpleasant (anxious/fear- 
ful) affect than subjects in the Asymptomatic 
group. 

No significant differences were found between 
the BPD and AN groups on any of the 8 affect 
levels scores. However, AN subjects were distin- 
guished from the Asymptomatic subjects in that 
they reported significantly lower levels of pleasant 
(happy/cheerful) and unactivated-pleasant (relaxed/ 
content) affects and higher levels of unpleasant 
(sad/unhappy) and activated-unpleasant (anxious/ 
fearful) affects. 

Persistence of Affect 

Another important question related to the affec- 
tive experience of adults with BPD is whether they 
have difficulty restoring affect states to a baseline 
level after an increase in level occurs. To examine 
group differences in the restoration of affect to 
baseline levels, first order autocorrelation coeffi- 
cients for each of the eight affect scales were 
examined. A first order autocorrelation coefficient 

Table 3. Means and Results of ANOVA's for 8 Affect Levels 
Scores for BPD, Asymptomatic and AN groups 

BPD Asymp AN 
Affect N= 12 N= 10 N - 4  F p 

Pleasant 2.06 2.52 a 1.51 a 3.86 .035 

Activated Pleasant 1.75 1,71 1.27 1.55 .233 

Unactivated Pleasant 2.02 2.59 a 1.58 a 5.35 .012 

Low Activation 2.09 1.99 1.88 0.63 .542 

High Activation 1.89 1.62 1.24 3.28 .056 

Unpleasant 2.12 a 1.12 ~b 2.64 b 10.03 <.001 
Activated Unpleasant 2.29 a 1.23 ~b 2.85 b 10,03 <.001 

Unactivated Unpleasant 1 .92  1 . 5 5  2.12 2.35 .118 

Note. Groups that share the same superscripts are signifi- 

cantly different at p -< .05 using Tukey-HSD. 

Table 4. Mean Scores and ANONA's on Fischer's Z 

Transformed Autocorrelation Coefficient Scores 

BPD Asyrnp AN 
Affect N= 12 N= 10 N=4  F p 

Pleasant 0.33 0.19 0.24 0,79 .467 

Activated Pleasant 0.29 0.19 0.41 1.15 .333 

Unactivated Pleasant 0.27 0.19 0.23 0.45 .642 

Low Activation 0.21 0.11 0.30 3.29 .056 

High Activation 0.28 0.17 0.23 0,80 .460 

Unpleasant 0.45 0.30 0.43 0.93 .411 

Activated Unpleasant 0.34 0.22 0.27 1.14 .336 

Unactivated Unpleasant 0.20 a 0.16 b 0.45 ab 4.35 .025 

Note. Groups that share the same superscripts are signifi- 

cantly different at p -< .05 using Tukey-HSD. 

provides an index of how well scores at time Tx 
correlate with scores at Tx+l. As such, the autocor- 
relation coefficient provides an indicator of the 
magnitude of the persistence of an affect state 
between two measurement points (Huba, Lawlor, 
Stallone, & Fieve, 1976). 

To investigate group differences in persistence of 
affect, the individual's first order autocorrelation 
coefficient was calculated for each of the 8 affect 
scales. To meet the assumption of a normal distribu- 
tion underlying the ANOVA model (Fox, 1984) the 
individual's autocorrelation coefficients were trans- 
formed to Z-scores using Fisher's Transformation 
procedure (Volicer, 1984). Group mean autocorrela- 
tion coefficients were then computed and group 
differences were examined using the one-way 
ANOVA statistic. Tukey-HSD test was used for 
post-hoc comparisons. Table 4 shows the mean 
Fischer's Z-transformed autocorrelation coeffi- 
cients by group and results of the ANOVAs. 

Subjects in the BPD group did not differ signifi- 
cantly from the Asymptomatic subjects nor AN 
subjects in the persistence of any of the 8 affect 
states. However, AN subjects experienced signifi- 
cantly more persistence of unactivated-unpleasant 
(bored/tired) affect than the Asynaptomatic sub- 
jects. 

DISCUSSION 

The findings of this study offer preliminary 
support for the idea that borderline personality 
disorder is associated with a unique pattern of 
affect dysregulation. Consistent with the DSM- 
III-R description that characterizes affect instability 
in BPD as "marked shifts from baseline mood to 
depression, irritability, or anxiety" (APA, 1987), 
BPD subjects in this study reported both higher 
levels of unpleasant (sad/unhappy) and activated- 
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unpleasant (anxious/fearful) affects and greater 
fluctuations in the unpleasant affects states than 
Asymptomatic adults. Furthermore, the higher pro- 
portion of consecutive ratings of unpleasant affect 
with a change of at least two points found within 
this group provide some evidence to suggest that 
the fluctuations were short-term in nature occurring 
over intervals of a few hours rather than days. 

It is particularly interesting to note that although 
the BPD group's instability scores for the pleasant 
(happy/cheerful), activated-pleasant (excited/lively), 
and unactivated-pleasant (relaxed/content) states 
were approximately equal to those found for the 3 
unpleasant affects, they were not meaningfully 
different from the pleasant affects instability scores 
of the asymptomatic controls. Asymptomatic sub- 
jects experienced considerable fluctuations in pleas- 
ant (happy/cheerful), activated-pleasant (excited/ 
lively), and unactivated-pleasant (relaxed/content) 
scale scores with the average variability around the 
mean, approximately 75% of a full scale point. This 
level of variability in the pleasant affect is in 
marked contrast to the smaller standard deviations 
observed for the unpleasant affects in this group. 
When taken together, these findings suggest that 
peaks and dips in happiness, excitement, or content- 
ment that last for a period of a few hours within 
one's day are a part of the normal affective 
experience of adults in our culture. Furthermore, 
the lack of significant differences between the 
Asymptomatic and BPD groups provides evidence 
to suggest that the regulation of pleasant affects in 
BPD is unimpaired. 

In contrast to the BPD group whose affect 
dysregulation seemed to be focused in the unpleas- 
ant affects alone, subjects in the AN group dis- 
played significant differences in both pleasant and 
unpleasant affect states. AN subjects were like the 
BPD group in that they experienced higher levels 
of unpleasant (sad/unhappy) and activated-unpleas- 
ant (anxious/fearful) affects and greater fluctua- 
tions in unpleasant affects than the Asymptomatic 
subjects. However, AN subjects were further distin- 
guished from the Asymptomatic controls in that 
they also reported lower levels of pleasant (happy/ 
cheerful) and activated-pleasant (excited/lively) af- 
fects and less fluctuation in the unactivated- 
pleasant (relaxed/content) affect domain. Although 
the sample size for this group in particular was 
small and consequently, replication with a larger 
sample is necessary, these findings offer prelimi- 
nary evidence to suggest that affect dysregulation 

may assume different forms across the various 
psychiatric diagnoses. In contrast to the view that 
affect instability as a diagnostic indicator may 
contribute to the overlap among various disorders 
(Gunderson, Zanarini, & Kisiel, 1991), these find- 
ings offer preliminary evidence to suggest that 
detailed evaluation of the pattern of regulation 
across the full range of affects may provide valu- 
able information about subtle differences in affect 
dysregulation associated with each of the disorders. 

Another striking finding of this study is that 
although significant group differences were found 
between the BPD and Asymptomatic subjects in the 
level of unpleasant (sad/unhappy) and activated- 
unhappy (anxious/fearful), the average level of 
unpleasant affects reported by the BPD group was 
remarkably low. Many theoretical and clinical 
accounts suggest that not only are adults with BPD 
highly sensitive to emotional stimuli but, in addi- 
tion, their emotional reactions are pathologically 
intense and slow to return to baseline (Linehan, 
1987b; Snyder & Pitt, 1985; Soloff & Ulrich, 1981; 
Soloff, Cornelius, & George, 1991). Based on this 
perspective, individuals with BPD could be ex- 
pected to report higher average levels of anger, 
irritability, and sadness. Yet in this sample of adults 
with BPD, the mean scores on the 3 unpleasant 
affect scales ranged from 1.92 to 2.29, correspond- 
ing to the points on the scale anchored by "a little" 
to "moderate" level of intensity. Although the fact 
that over half of the sample was on at least one 
psychotropic medication and a substantial propor- 
tion of the measurements of affect were made 
during inpatient hospitalization could account for 
the relatively low levels of unpleasant affect re- 
ported by this group, the findings do raise questions 
about the level of sad/unhappy and anxious/fearful 
affects routinely experienced by this population 
(see footnote on p. 39). 

Another unexpected finding of this study was 
that BPD subjects did not differ from those in the 
Asymptomatic group in the persistence of unpleas- 
ant affects across time. This finding offers a prelimi- 
nary challenge to the hypothesis that adults with 
BPD have difficulty restoring affect to baseline 
levels. Several theorists have speculated that defi- 
cits in the early nurturing environment impede the 
development of self-soothing abilities necessary to 
regulate and control negative affects once they have 
been triggered (Kernberg, 1980; Linehan, 1987b). 
From this perspective, anger, sadness, and anxiety 
are not only more easily triggered in those with 
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BPD, but in addition, these unpleasant affects 

persist for longer intervals because of  the individu- 

al 's  l imited ability to self-soothe and restore posi- 

tive affect states. In contrast to this theoretical 

perspective, the BPD subjects in this study, like 

those in the Cowdry study (Cowdry et al., 1991), 

showed relatively low levels of  persistence of the 

unpleasant affects that were not distinguished from 

those observed in the asymptomatic controls (see 

Huba et al., 1976 for example of  high persistence of  

unpleasant affects in depression). 

The establishment of a foundation of knowledge 

about the nature of  affect instability is a critical first 

step toward the development of empirical ly-based 

intervention strategies that will strengthen the 

nurse's ability to promote adaptive functioning in 

adults with a borderline personality disorder. Cur- 

rently, intervention strategies to enhance affect 

regulation in adults with BPD are broadly focused 
on diverse aspects of  the affective experience, 

including strategies to decrease the emotional re- 
sponse to stimuli (Beck & Freeman, 1990), to 

strengthen the individual 's  ability to cope with 

intense levels of affect (Kaplan, 1986), and to 

improve self-soothing capacities (Linehan, 1987b). 

Although the sample sizes in this Study are small 

and replications with community-based samples 

are needed, the findings provide preliminary evi- 

dence to suggest that an important focus in the 

treatment of  affect dysregulation associated with 

BPD is the short-term fluctuations in sad/unhappy 
and anxious/fearful affects. Nursing interventions 

designed to identify stimuli that trigger these 
emotional reactions and desensitize the individual 

to the critical events may play an important role in 

stabilizing affect and improving feelings of  well- 

being. Diaries, such as the one used in this study, 

could be used to track fluctuations in unpleasant 

affects and to identify the specific stimuli that 

precipitated the shift. Cognitive therapy strategies 

used within the context of  supportive and caring 

therapeutic relationship (Nehls, 1994) could then 
be used to further clarify the meaning of  the 
stimulus to the individual and to identify alternative 

ways to frame the event. Working effectively with 

adults with BPD to stabilize affect and enhance 
emotional well-being rests firmly on nursing's 

ability to gain a refined understanding of  the nature 
of the affective experience in BPD and our ability 

to translate empirical knowledge into effective 
intervention strategies. 
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FOOTNOTE 

To examine the effects of psychotropic medications on level 
and instability of affect, the BPD subjects were divided into 2 
groups [BPD subjects on medications (N = 6) and BPD subjects 
on no medications (N = 4)] and the levels and instability scores 
were compared using one-way ANOVAs. No significant differ- 
ences were found between the groups in level or instability of 
the 8 affect states. These results, however, must be viewed as 
tentative because the sample sizes were small and the medica- 
tion group was heterogeneous with individuals on a variety of 
psychotropic drugs for varying lengths of time. 
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