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BRIEF REPORTS

THE RELATIONSHIP BETWEEN BORDERLINE
PERSONALITY DISORDER AND ANXIETY DISORDERS

Jane Benjamin, Ph.D., Kenneth R. Silk, M.D., Naomi E. Lohr, Ph.D.,
Drew Westen, Ph.D.

Eleven “pure” borderlines, ten borderlines with depression, 16 “pure” depres-
sives, and 31 normal subjects were compared on a number of standardized
inventories of anxiety. While patient groups experienced more anxiety of all types
than did normals, borderlines did not emerge as more anxious than other patient
groups. Qualitative differences in the anxiety experienced by borderlines and

nonborderlines are discussed.

hile much attention has been given to
the overlap between depression and
borderline personality disorder (BPD) in re-
cent years (Gunderson & Elliott, 1985; Kroll
& Ogata, 1987; Perry, 1985), there has
been little systematic exploration of the re-
lationship between BPD and anxiety disor-
ders (AD). This is surprising, since severe
and chronic anxiety, while not part of the
DSM-III (American Psychiatric Associa-
tion, 1987) criteria for BPD, has long been
recognized by clinicians as an essential fea-
ture of this disorder (Kernberg, 1975).
Psychodynamic descriptions of border-
lines’ anxiety have included phrases such
as “pan-anxiety” (Hoch & Polatin, 1949),
fear of “fragmentation” (Grotstein, 1984)
or dissolution of the ego (Gediman, 1983),
“organismic panic” (Greenacre, 1941), and
“annihilation anxiety” (Mahler, 1971). Yet
empirical studies of the BPD-AD overlap
are few (Grunhaus, King, Greden, & Fle-
gel, 1985). Bell, Lycaki, Jones, Kelwala

and Sitaram (1983) found that depressed
borderlines had more symptoms of panic,
phobia, and general anxiety than did
depressed subjects without BPD. Others
(Koenigsberg, Kaplan, Gilmore, & Coop-
er, 1985; Mavissakalian & Hamann, 1987)
found significant overlap between AD and
personality disorders in general, but not spe-
cifically with BPD. Perry (1985) found that
borderlines with concurrent antisocial traits
reported less anxiety than did borderlines
without antisocial acting-out behavior.
Pharmacologic studies of the efficacy of
antipsychotic medication in BPD have re-
vealed successful reduction of various bor-
derline symptoms, including generalized
and phobic anxiety as well as paranoia,
transient psychotic-like experiences, and
hostility (Soloff, George, Nathan, Schulz,
Ulrich, & Perel, 1986). While hostility is
not generally thought of as an anxiety
symptom, Snyder, Pitts, and Pokorny (/985)
postulated that borderlines may use hostility
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as a defense against intense anxiety related
to fear of separation and annihilation.

Thus, despite long-standing assumptions
that borderlines are indeed anxious, the de-
gree to which they manifest or experience
anxiety symptoms remains unclear. This
study attempts to clarify the types of anxi-
ety symptoms found in borderlines and to
explore further the qualitative differences
in the anxiety experienced by borderlines
and other diagnostic groups.

METHOD
Subjects

To evaluate differences between border-
line and nonborderline anxiety, a group of
borderline subjects was compared to two
control groups—one composed of subjects
with major depression (MDD), the other of
“normals.” A total of 37 subjects with BPD
and/or MDD were drawn from two inpa-
tient psychiatry units and an outpatient Per-
sonality Disorders Program at the Univer-
sity of Michigan. Subjects fell into three
groups:/) “pure” borderlines, those with-
out major depression; 2) borderlines with
major depression; and 3) pure major depres-
sives. Subjects were screened to exclude
patients with ongoing medical problems, and
all data were collected during a drug-free
period. Subjects with chronic psychosis or
obvious schizophrenic disorder were elim-
inated, but patients with brief or intermit-
tent psychotic experiences were included.
Potential borderline subjects met at least
two criteria for DSM-III BPD on admis-
sion. Potential major depressive subjects
(MDD) met at least three criteria for a DSM-
IIT Major Depressive Episode.

Subjects who provided written consent
were then administered a Diagnostic Inter-
view for Borderlines (DIB) (Gunderson,
Kolb, & Austin, 1981) during a drug-free
period by a research team member. The
research team is interdisciplinary, consist-
ing of one psychiatrist, three to five psy-
chologists, and one social worker. All DIBs
and Research Diagnostic Criteria (RDC)
(Spitzer, Endicott, & Robbins, 1975) were
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administered by one of the psychologists or
the group psychiatrist. Interrater reliability
on the DIB (Kappa = .78) by our group has
been published elsewhere (Cornell, Silk, Lu-
dolph, & Lohr, 1983), and reliability has
been maintained through periodic retrain-
ing and assessment. In addition, all sub-
jects received an RDC diagnosis, made by
consensus between the patient’s primary
therapist and a senior supervisor. Senior su-
pervisors have achieved an average inter-
rater reliability on the RDC diagnosis of
depression of .92, weighted Kappa (Co-
hen, 1968) with a range of pair-wise reli-
ability of .88 to .94. No one who adminis-
tered the DIB to a given patient was involved
in that patient’s RDC diagnosis.

Borderline subjects were those who at-
tained a DIB score of =7 and did not meet
RDC criteria for MDD. Subjects who re-
ceived a DIB score of =7 and met RDC
criteria for MDD comprised the mixed bor-
derline/major depression group (BPD/
MDD). Nonborderline MDD controls scored
=35 on the DIB and met RDC criteria for
MDD. In order to minimize group overlap,
it was decided in advance to exclude sub-
jects scoring six on the DIB. On the Hamil-
ton Depression Rating Scale (Hamilton,
1960), the pure MDD group had an average
score of 17.9, while the BPD/MDD group
had an average score of 16.8 (nonsignifi-
cant difference).

The second control group consisted of
31 “normal” subjects who were recruited
through radio and newspaper advertise-
ments requesting volunteers “in good phys-
ical and emotional health who have never
been in psychotherapy and are reasonably
content with their lives.” Respondents were
screened by phone with a series of questions
that tapped 11 major areas of functioning;
these included occupational history, phys-
ical health, stability of interpersonal rela-
tionships, mood, childhood adjustment, and
drug and alcohol use. Subjects who met
criteria on these dimensions were invited to
complete the MMPI and the Rosenberg Self-
Esteem Scale (Rosenberg, 1965). Subjects
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whose scores fell between 25% and 75% on
scales of the MMPI and answered eight of
the ten questions on the Rosenberg in the
direction of high self-esteem were admitted
into the final sample.

The final sample consisted of 11 pure
BPDs, 10 BPD/MDDs, 16 pure MDDs, and
31 normals. TABLE 1 shows a breakdown
of subjects by age and diagnosis.

Procedure

A number of standardized inventories of
anxiety were administered to subjects as part
of a battery of biological and psychological
tests. The tests were selected for assess-
ment of group differences in anxiety symp-
toms that included psychological and so-
matic anxiety, panic attacks, phobias, and
obsessive-compulsive symptoms.

SCL-90-R. The primary measure of anx-
iety was derived from the SCL-90-R, a
90-item self-report symptom scale that is
widely used and well validated (Derogatis
& Cleary, 1977). Psychopathology is as-
sessed in nine symptom constructs: soma-
tization, obsessive-compulsive, interper-
sonal sensitivity (or hypersensitivity to
criticism), depression, anxiety, hostility,
phobic anxiety, paranoid ideation, and psy-
choticism. The global symptom severity in-
dex was used as a measure of overall psy-
chopathology.

Anxiety Symptoms Questionnaire (ASQ).
This is a 55-item inventory derived from
the Autonomic Perception Questionnaire
(Mandler, Mandler, & Oviller, 1958) that

Table 1

BREAKDOWN OF SUBJECTS BY
AGE, GENDER, AND DIAGNOSIS

FACTOR BPD BPDMDD MDD NORMALS
(N=11) (N=10) (N=16) (N=31)
Age (Mean) 30.3 271 40.4 31.9
Sex
Male 2 1 5 13
Female 9 9 1 18

BPD =Pure borderline group; BPD/MDD = Borderlines
with major depression; MDD =Major depression.
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has been established as a reliable and valid
measure of autonomic arousal.

Schedule for Affective Disorders and
Schizophrenia (SADS). The particular sec-
tions of the SADS (Spitzer & Endicott,
1975) utilized for this study were those on
presence and severity of panic attacks,
somatic anxiety, psychic anxiety, phobias,
and obsessive-compulsive symptoms. The
SADS was administered by a research nurse
trained in its administration

The group of 31 normal subjects was not
administered the ASQ or the SADS.

RESULTS

Psychological anxiety. Psychological anx-
iety was measured by the SADS and SCL-
90-R. The SADS psychic anxiety section
explores the degree of fearfulness, appre-
hension, and worry experienced by sub-
jects. The SCL-90-R anxiety factor mea-
sures degree of nervousness, fear, restless-
ness, and dread. The results indicated that
all patient groups (BPD, BPD/MDD, and
MDD) reported significantly more psycho-
logical anxiety on the SCL-90-R than did
normal subjects (at the <.001 level). On
this SCL-90-R anxiety factor, no differ-
ences emerged in the degree of psycholog-
ical anxiety experienced by the three pa-
tient groups. Mean responses for the patient
groups averaged between one and two on a
five-point scale, indicating that patients rated
their anxiety as between “a little bit” and
“moderate.” On the SADS, the MDD group
experienced significantly more psychic
anxiety than did the BPD/MDD group (F =
11.74, p<.01), while the MDD group
tended to experience more psychic anxiety
than did the pure BPD group (F=3.34,
p<.08). When the two BPD groups (i.e.,
those with and those without depression)
were combined, the total BPD group expe-
rienced less psychic anxiety than did the
MDD group (F=11.74, p<.01).

Somatic anxiety. Somatic anxiety was
measured by the ASQ, the somatization fac-
tor of the SCL-90-R, and the somatic anx-
iety section of the SADS. On the SCL-
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90-R, normals had less somatic anxiety than
the three patient groups (all at the <.001
level). On the SADS, the BPD group and
the BPD/MDD group had less somatic anx-
iety than the pure MDD group (both at the
<.01 level). No difference emerged be-
tween the two borderline groups.

Panic attacks. No differences among
the three patient groups on the existence/
frequency of panic attacks were measured
by the SADS. On average, all three patient
groups had questionable panic attacks, or
none. Since normal subjects were not ad-
ministered the SADS, they were not rated
on this item.

Phobias. On the SCL-90-R, all three pa-
tient groups reported a higher degree of pho-
bic anxiety than the normal control group
(at the <.001 level). On a 0 to 4-point scale,
the MDD group obtained an average pho-
bic anxiety score of .72, the BPD group a
1.0, the BPD/MDD group a 1.2, and the
normal control group received 0.009. The
three patient groups were not significantly
different from one another.

Obsessive-compulsive symptoms. These
were measured by the SCL-90-R obsessive-
compulsive factor, and the SADS. On the
SCL-90-R, normal subjects were signifi-
cantly less obsessive-compulsive than were
the three patient groups (at the <.001 lev-
el). No differences emerged on either the
SADS or the SCL-90-R on the degree of
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obsessive-compulsive symptomatology among
the three patient groups.

Other findings. A number of other sig-
nificant findings emerged. On the SCL-
90-R, all three patient groups received a
higher Global Severity Index (GSI) score
than the normals (at the <.001 level). On
the SCL-90-R, the BPD group received a
significantly higher score on the hostility
dimension of the SCL-90-R than the MDD
group (F=21.38, p<.001). The BPD/
MDD group also scored higher on this di-
mension than the MDD group (F=8.11,
p<.01). The three patient groups scored
higher on this dimension than the normals
(BPD vs normal F=66.24, p<<.001; BPD/
MDD vs normal F=34.82, p<.001; MDD
vs normal F=7.43, p<.01).

On the SCL-90-R, the two borderline
groups received significantly higher scores
on the interpersonal sensitivity factor than
the MDD group (BPD vs MDD F=9.43,
p<.01; BPD/MDD vs MDD F=11.78,
p<.001). Again, all three patient groups
scored higher on this factor than the normal
group (at the <.001 level).

On the psychoticism factor of the SCL-
90-R, all three patient groups scored sig-
nificantly higher than the normals (at the
<.001 level). In addition, the BPD group
scored higher than the MDD group (F=
6.99, p<.01). No differences emerged be-
tween the two borderline groups or be-

Table 2

SCL-90-R SYMPTOM DIMENSIONS AND GSI MEANS FOR THE
DIAGNOSTIC GROUPS AND NORMALS

FACTOR BPD B8PDMDD
Somatization 1.25 1.03
Obsessive-Compulsive 1.79 1.76
Interpersonal

Sensitivity 1.95 2.07
Depression 2.49 2.68
Anxiety 1.78 1.62
Hostility 1.80 1.40
Phobic Anxiety 1.00 1.19
Paranoia 1.92 1.33
Psychosis 1.26 97
GSI 1.74 1.67

BPD &
MDD BPD/MDD NORMAL
1.40 1.14 24
1.89 1.78 .40
1.15 2.01 29
2.54 2.58 .33
1.79 1.70 16
71 1.61 18
.73 1.09 .009
.57 1.64 .18
73 1.12 .68
1.47 1.70 .23

BPD =Pure borderline group; MDD =Maijor depressives; BPD/MDD = Borderlines with major depression; (BPD &

BPD/MDD) =2 Borderline groups (with or without depression) combined.
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Table 3

PAIRWISE COMPARISONS OF DIAGNOSTIC GROUPS MEANS ACROSS SYMPTOM
DIMENSIONS OF THE SCL-90-R

SYMPTOM BPD-BPD/MDD BPD-MDD BPD/MDD-MDD (BPD & BPD/MDD)-MDD
X1-X2 F X1-X2 F X1-X2 F X1-X2 F

Somatization .22 .664 -.15 335 -.37 1.949 -.26 1.299
Obsessive-

Compulsive .03 932 -.10 108 -.13 176 -1 193
Interpersonal

Sensitivity -.12 .184 .80 9.430** 92 11.78* .86 14.55*
Depression -.19 427 —-.05 .038 14 .228 .04 .879
Anxiety 16 .260 -.01 .106 -7 .305 -.09 A1
Hostility .40 2.64 1.09 21.38" .69 8.110*" .90 18.84°
Phobic Anxiety -.19 473 27 1.127 .46 3.016 .36 2.647
Paranoia 59 7.338"" 135 4227 .76 12.77* 1.07 31.98°
Psychosis .29 1.958 .53 6.99" 24 1.324 39 4969
GSl .07 120 .27 1.912 .20 .988 .23 1.976

BPD = Pure borderline group; MDD =Major depressives; BPD/MDD = Borderlines with major depression; (BPD &
BPD/MDD) = 2 Borderline groups (with or without depression) combined.

*p=.001;* p=.01; *** p=.05.

tween the mixed BPD/MDD group and the
pure MDD group.

On the paranoia dimension of the SCL-
90-R, the BPD group scored higher than
the BPD/MDD group (F=7.34, p<.01) and
higher than the MDD group (F=42.27,
p<.001). All three patient groups scored
higher on paranoia than the normals (BPD
vs normal F=98.70, p<.001; BPD/MDD
vs normal F =40.16, p<<.001; MDD vs nor-
mal F=5.19, p<.05).

TABLE 2 shows the SCL-90-R symptom
dimension and GSI means for the diagnos-
tic groups and normals. TABLE 3 shows pair-
wise comparisons of diagnostic group means
across symptom dimensions of the SCL-
90-R.

DISCUSSION

While clinical writings on borderline psy-
chopathology consistently refer to the prev-
alence of anxiety symptoms in borderlines,
the current research found that borderlines
reported no more anxiety than depressives
on a number of standardized inventories. In
fact, the study suggests that depressives may
experience more psychological and somatic
anxiety than borderlines. Phobic symp-
toms, including agoraphobia, social pho-
bias, and simple phobias were uncommon
among both our borderlines and depres-

sives. Similarly, panic attacks were uncom-
mon among both groups.

At first glance, these results seem to run
counter to a shared intuitive clinical sense
that borderlines are terribly anxious indi-
viduals and that deep, chronic anxiety is
indeed a major aspect of their psychopath-
ology. How then are we to understand this
discrepancy? Three additional findings of
the study may help to shed light on this
question. Both pure borderlines and de-
pressed borderlines were found to have sig-
nificantly more hostility, interpersonal sen-
sitivity, and paranoia on the SCL-90-R than
the pure depressive group. The SCL-90-R
hostility dimension includes items such as:
“feeling easily annoyed or irritated,” *“tem-
per outbursts,” and *““having urges to beat.”
The interpersonal sensitivity dimension in-
cludes such items as “feeling critical of oth-
ers,” and “feeling inferior,” while the para-
noia dimension includes items such as
“feeling that most people cannot be trust-
ed,” and “feeling that people will take ad-
vantage of you if you let them.” These three
factors, which were elevated among bor-
derlines, all involve affects within an inter-
personal realm; one factor focuses on rage
or disappointment with others, the second
focuses on the belief that others are critical
toward oneself, and the third focuses on
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suspiciousness and mistrust of others. In
contrast, the anxiety and the phobic anxiety
factors of the SCL-90-R (where borderlines
did not rate highly) describe feelings that
are largely what the patient feels in isola-
tion or out of the interpersonal context. For
example, the anxiety dimension of the SCL-
90-R includes items such as “trembling,”
“feeling tense,” or “having frightening
thoughts.”

We propose that strong affects, includ-
ing anxiety, come alive for borderlines
within an interpersonal context. Thus, a bor-
derline may not be able to say that he or she
is tense or panicky, but will indeed be able
to say that he or she is furious, disap-
pointed, misunderstood, or criticized. Out-
side the interpersonal realm, affects may be
experienced as a kind of nonspecific arousal
or agitation with no name, almost like white
noise. Perhaps only in a context of inter-
personal interaction does this undifferenti-
ated arousal gain definition.

Why should borderlines have such diffi-
culty experiencing anxiety in isolation, away
from a relationship? They often feel “un-
real,” “detached,” or “lost” when alone.
At these times the borderline may not be
able to identify any particular affect, such
as anxiety. What may emerge, instead, is a
distortion in the sense of reality, or the loss
of a sense of being real. While we might
attribute this state to the anxiety that the
borderline experiences in reaction to being
alone, the symptoms themselves may not
be the typical anxiety symptoms that have
become the “codable” criteria of anxiety in
psychiatric nomenclature, such as worry,
dread, or a pounding heart.

Psychoanalytic theorists have long pos-
ited that predominantly preoedipal conflicts
underlie borderline symptomatology. These
preoedipal concerns, centered on both rage
and separation fears, may be the arena of
expression of the borderline’s anxiety, and
thus this anxiety may emerge predomi-
nantly in the context of interpersonal bat-
tles rather than in the standard ways outlined
in DSM-III-R under “Anxiety Disorders.”

BORDERLINE AND ANXIETY DISORDERS

Further investigations into borderlines’
anxiety should explore the quality and not
simply the quantity of the anxiety experi-
enced. Standard inventories of anxiety, such
as the SCL-90-R and the SADS, may not
pick up on the quality of anxiety experi-
enced by borderlines. The fact that border-
lines do not score highly on these invento-
ries should not automatically be taken to
mean that they are not anxious. Perhaps our
measures of anxiety are limited.

For the clinician, it may be useful to help
borderlines delineate and define their own
affect states, including anxiety. When a bor-
derline patient experiences the primitive,
diffuse arousal so characteristic of this
group, the process of defining this arousal
as a particular affect, e.g., anxiety, may
allow the patient to experience the arousal
as less all-encompassing, less terrifying, and
ultimately less overwhelming to the ego.
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