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Abstract Borderline personality disorder (BPD) is determined by the presence of any

five of nine diagnostic criteria, leading patients with heterogeneous clinical features to be

diagnosed under the same label without an individualized clinical and therapeutic

approach. In response to this problem, Oldham proposed five types of BPD: affective,

impulsive, aggressive, dependent and empty. The present study categorized a sample of

BPD patients hospitalized due to suicide-related behavior according to Oldham’s BPD

proposed subtypes, and evaluated their clinical and demographic characteristics. Data were

obtained from a sample of 93 female patients admitted to the « Dr. Braulio A. Moy-

ano » Neuropsychiatric Hospital following suicide-related behavior. A total of 87 patients

were classified as affective (26 %), impulsive (37 %), aggressive (4 %), dependent (29 %),

and empty (5 %). Patients classified as dependent were significantly older at the time of

first suicide-related behavior (p = 0.0008) and reported significantly less events of pre-

vious suicide-related behaviors (p = 0.03), while patients classified as impulsive reported

significantly higher rates of drug use (p = 0.02). Dependent, impulsive and affective BPD

types were observed most frequently in our sample. Findings are discussed specific to
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demographic and clinical implications of BPD patients reporting concurrent suicidal

behavior.
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Introduction

Borderline personality disorder (BPD) is defined as a chronic psychiatric disorder char-

acterized by a pervasive pattern of instability in affect regulation, impulse control, inter-

personal relationships and self-image; concurrently defined by repeated self-injury and

chronic suicidal behavior [1–3]. Indeed, BPD is the most frequently diagnosed personality

disorder, representing 10 % of outpatients and 15 to 25 % of hospitalized patients [4, 5].

Worth noting, 80 % of patients receiving therapy for BPD are women [6]. Research further

suggests that 75 % of patients diagnosed with BPD attempt suicide in their lifetime, while

between 5 and 10 % of these patients will eventually die by suicide [1, 7]. As such, the

appropriate assessment and management of suicidal risk in patients diagnosed with BPD is

one of the greatest challenges in modern psychiatry [8].

The diagnosis of BPD, in accord with DSM-IV-TR criteria, is determined by the pre-

sence of any five of the nine diagnostic criteria [9]. Thus, several combinations of these

diagnostic criteria may make up for the diagnosis of BPD [10]. In addition, some patients

evidencing clinically significant symptoms may not meet the minimum of five diagnostic

criteria required for an official diagnosis [9]. Accordingly, several patients with hetero-

geneous clinical features may be diagnosed under the same label without any differenti-

ation in their clinical treatment plans. In response to this problem, Oldham proposed a

typing system based on suggested theories specific to the etiology of BPD [11, 12]. He

suggested five distinct subtypes of BPD that are described in further detail below.

Type 1: Affective

This type is expounded on as an atypical, moderately heritable form of a mood disorder.

Patients categorized as this type frequently experience intense anxiety or depression, and

often exhibit suicidal gestures in response to interpersonal stress [9, 11, 12].

Type 2: Impulsive

This type is defined as a form of impulse control disorder, reflecting an action-oriented

inborn temperament. A vast amount of research has characterized BPD as an impulse-

spectrum disorder [13–16]. For instance, patients may engage in impulsive self-injurious

behavior, such as cutting and burning themselves, or they may engage in other impulsive,

self-destructive behavior (e.g. substance abuse, binge eating, or reckless driving).

Type 3: Aggressive

This type is described as a primary constitutional temperament [17] or a counteraction to

early trauma, abuse, or neglect [18]. Evidence suggests, that the aggression characteristics

expressed by patients diagnosed with BPD may be correlated with reduced central nervous
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system serotonin levels or other neurotransmitter or neuroendocrine irregularities [15].

Individuals characterized as this type frequently become intensely and inappropriately

angry or irritable.

Type 4: Dependent

Individuals characterized as this type typically express an intolerance of being alone.

According to Masterson and colleagues, the foundation for future borderline pathology, for

specific cases, may partly be due to parental intolerance of autonomy development in the

child [19, 20]. These patients may be overly compliant, clinging in relationships, and

constantly fearing abandonment.

Type 5: Empty

Individuals characterized as this type lack a stable self-identity, which often reflects

inconstant early parenting. These patients lack a ‘‘centered’’ sense of self, and describe a

feeling of inner emptiness and lack of independent goal-directedness [9].

The theoretical distinction of these BPD types may be particularly important for

prognosis and development of therapeutic approaches for patients suffering from BPD. For

example, those described as affective, impulsive, and aggressive type greatly rely on

pharmacotherapy; specifically, these individuals may benefit from pharmacotherapy early

in the course of treatment until affect regulation and impulse control have stabilized [11].

On the other hand, a psychotherapeutic approach may be most advantageous for indi-

viduals diagnosed with BPD and described as dependent and empty. In accord with the

BPD subtypes proposed by Oldham, the present explorative study aims to categorize a

sample of patients diagnosed with BPD hospitalized due to suicide-related behavior. To

enhance our understanding of the clinical picture of these patients, demographic and

clinical similarities and differences were identified across specific BPD types.

Methods

Study Design

The study used a cross-sectional design to examine demographic and clinical variables

among all included participants who met study criteria, female patients diagnosed with

BPD who were admitted due to preceding suicide-related behavior.

Participants

A total of 93 women diagnosed with BPD and recent suicidal behavior were enrolled in the

study. Specifically, female patients diagnosed with BPD and who were consecutively

admitted to the « Dr. Braulio A. Moyano » Neuropsychiatric Hospital from July 2010 to

July 2012, after engaging in suicide-related behavior, met study criteria. The « Dr. Braulio

A. Moyano » Hospital, a women neuropsychiatric hospital, serves a large urban, catch-

ment area in Buenos Aires, Argentina. The hospital predominantly treats lower-income,

uninsured patients.
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Procedure

The present study was approved by the Ethics Committee of the « Dr. Braulio A. Moy-

ano » Neuropsychiatric Hospital. Following hospital admission, all potential patients were

given a complete description of the study and invited to participate. Inclusion criteria

included meeting Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition

Text Revision (DSM-IV-TR) [1] criteria for BPD and consulting for recent suicide-related

behavior that occurred in the last 72 h. Additionally, only patients between ages 18 and

65 years and who possessed the ability to read and speak in Spanish were included. Suicide

related behavior was defined as potentially self-injurious behavior with explicit or implicit

evidence that (a) the patient intended at some level to kill herself, or (b) the patient wished

to use the appearance of intending to kill herself in order to attain a different outcome (e.g.,

to seek help, to punish others, to receive attention). Suicide-related behavior comprises of

suicidal acts (i.e. suicide attempt and completed suicide) and instrumental suicide-related

behavior (i.e. suicide threat, other instrumental suicide-related behavior, and accidental

death associated with instrumental suicide-related behavior) [21]. All patients who met

criteria for mental retardation were excluded from the present study. After being fully

informed of the study purpose and study methods, each patient who accepted to participate

provided written informed consent. All participants were fully debriefed at the end of the

study.

Measures and Assessment

Two trained psychiatrists completed a structured clinical evaluation with each patient to

determine the psychiatric diagnosis based on DSM-IV-TR criteria. After diagnostic criteria

for BPD was determined, the psychiatrists reached an agreement regarding which of the

nine diagnostic criteria of BPD predominated in the overall symptom pattern. Further, the

psychiatrists assigned each patient to one of the five BPD types proposed by Oldham. The

psychiatric researchers aimed to reach consensus opinion regarding the diagnosis of BPD

sub-types. However, in the event that there was disagreement, BPD subtype was deter-

mined by a third party (M.N.C.D.). Following, patients who meet BPD criteria were given

an assessment battery that included a list of questions regarding demographic and clinical

variables. The Spanish version of the Barratt Impulsiveness Scale, version 11 (BIS-11) was

administered to measure impulsivity [22, 23]. Item 10, which is indexed by six statements,

from the Montgomery-Asberg Depression Rating Scale (MADRS; e.g. active preparations

for suicide) was used to measure suicidal behavior. This item specifically targets suicidal

thoughts.

Statistical Analysis

A descriptive analysis was conducted to compare demographic and clinical variables

between the three most frequent BPD types (i.e. affective, impulsive, and dependent).

Categorical measures were reported as a frequency or percentage, and compared with

contingency tables (v2). Moreover, continuous measures were reported as mean ± stan-

dard deviation (SD) and compared by ANOVA methods (t test) or Wilcoxon rank-sum test

(Mann–Whitney U-statistic) for non-normally distributed continuous data. The threshold

for statistical significance was set at p \ 0.05. Finally, all statistical analyses were con-

ducted using STATA 8.0 software.
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Results

A total of 87 patients met inclusion criteria, while six patients were excluded for failure to

provide informed written consent (N = 5) or for their inability to read and speak fluently in

Spanish (N = 1).The included sample represented a mean age of 35 years, and the

majority of patients were Argentine. Other demographic variables indicate that 30 % of the

sample was married, 40 % of the sample was currently employed with a stable occupation,

and the patients reported completion of a mean of 10 years of education. Additionally,

40 % of patients reported a history of sexual abuse. Moreover, almost 80 % of patients had

an Axis I diagnosis of major depressive disorder. In regards to suicidal behavior, patients

reported a mean age of 25 years for the first suicide-related behavior. Additionally, the

patient sample reported a mean of four previous incidents of suicide-related behavior,

while approximately 50 % of the sample indicated no previous hospital admissions due to

suicide-related behavior. Additional clinical and demographic variables can be found in

Table 1.

Of the evaluated sample, 32 patients (37 %) were classified as the impulsive type, 25

patients (29 %) as the dependent type, and 23 patients (26 %) as the affective type. The

other two types were less frequent; only 4 patients (5 %) were classified as the empty type

and 3 patients (3 %) were identified as the aggressive type (Table 2). Table 3 reports

results specific to a comparison of the three most common types of BPD (i.e. affective,

impulsive, and dependent). Results indicate that patients from the dependent type were

older, typically experienced first suicide-related behavior at an older age, and had fewer

past suicide-related behaviors. In addition, substance use was less frequent, while impul-

sivity levels were lowest in the dependent type. Moreover, patients within the impulsive

and affective types were younger, engaged in first time suicide-related behavior at a

younger age, and also reported more suicide-related behaviors compared to the dependent

type. Patients characterized as the impulsive type reported the greatest rates of substance

abuse and highest scores of impulsivity. Lastly, the three types did not differ in religious

practice, years of education, employment, history of sexual abuse, number of hospital-

izations, or a family history of psychiatric illness (Table 3).

Discussion

Patients experiencing symptoms specific to BPD pathology are frequently evaluated in

clinical practice. Fundamentally, this personality disorder is thought to introduce some of

the most difficult and troubling problems in psychiatry. As described, the DSM-IV-TR

diagnosis of BPD is determined by the combination of any five of the nine diagnostic

criteria for the disorder; therefore, numerous combinations of criteria can constitute an

‘‘official’’ diagnosis of borderline personality disorder. Avoiding this generalization is

crucial given that all patients with borderline personality disorder are not the same [24]. In

respect to the heterogeneity of BPD, identification of BPD types may lead to better pre-

diction, assessment, and specific interventions tailored to patient needs. Correspondingly, a

subtyping system based on theories relevant to the etiology of borderline personality

disorder was proposed [9]. To our knowledge, this is the first study that attempts to identify

the frequency of BPD subtypes, specifically affective, impulsive, and dependent, aggres-

sive, and empty, as characterized among patients hospitalized due to suicide-related

behavior. Our results demonstrate that the affective, impulsive and dependent types are
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Table 1 Demographic and clinical variables

Mean age (SD, range) 35.68 (11.61; 18–58)

Years of Education (SD, range) 10.23 (2.97; 2–17)

Argentinean nationality, N (%) 79 91 %

Relationship status, N (%)

Single 35 40 %

Married/living with a partner 26 30 %

Divorced 21 24 %

Widowed 5 6 %

Axis I diagnosis, N (%)

MDD 68 78 %

PTSD 6 7 %

Others 8 15 %

Age at first suicide attempt (SD, range) 24.79 (11.10; 8–54)

Prior suicide attempt (SD, range) 4.37 (5.65; 0–30)

Prior hospitalization (SD, range)

None 41 47 %

1–3 32 38 %

[3 14 15 %

Use of drugs, N (%) 33 38 %

Sexual Abuse History 40 46 %

Characteristic of the suicide methods, N (%)

Drug ingestion 39 45 %

Cutting 16 19 %

Others 32 36 %

Practice a religion, N (%) 34 39 %

Occupation, N (%)

Work 35 40 %

Unoccupied 52 60 %

Family history of psychiatric illness, N (%) 69 79 %

MADRS item 10 (SD, range) 3.72 (1.61; 2–6)

Barratt Impulsiveness Scale (SD, range) 67.08 (16.66; 26–104)

MADRS item 10

SD standard deviation; N number of patients

Table 2 Borderline personality
disorder types (n = 87)

Type Frequency (n) Percent (%)

Affective 23 26.44

Impulsive 32 36.78

Aggressive 3 3.45

Dependent 25 28.74

Empty 4 4.60
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most frequently found in our sample, while aggressive and empty types were identified in

less than 5 % of the patient sample.

The scarce amount of aggressive and empty types in our sample may be explained in

several ways. In particular, the aggressive type could be an infrequent type observed in

clinical settings, being that the characteristics of these types are more often observed in

inmates, especially those BPD patients with antisocial personality traits or comorbid

antisocial personality disorder [25]. Secondly, indeed ‘‘chronic feelings of emptiness’’ are

present in approximately 71–73 % of BPD patients within the empty type [26, 27].

Feelings of emptiness relate to depressive symptoms [28] and may precede suicide

attempts [29], yet this criteria can be difficult to define and assess because many patients

may not fully understand the term feeling ‘‘empty.’’ In fact, as indicated by previous

research, this symptom evidences the lowest item-total correlation and diagnostic effi-

ciency among all other BPD criteria [27, 30, 31].

Specific to the clinical and demographic comparison among the affective, impulsive,

and dependent types of BPD, dependent patients were significantly older and reported

significantly less previous suicide-related behaviors than the affective and impulsive types.

Our finding regarding less incidents of previous suicide related behaviors is in accord with

Oldham’s hypothesis that suicidal symptoms, as defined by DSM-IV-TR criterion 5 (i.e.

recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior), would be

especially prominent if dysregulation of either affect or impulse control predominates the

overall symptom pattern [9]. Thus, patients characterized by this type of BPD may be at

lower risk for completed suicide, given fewer previous suicide-related behaviors are

reported, and also these patients exhibited less frequency of substance use, and scored

lower scores of impulsivity. As suggested by Oldham, the dependent type may mainly

benefit from a psychotherapeutic approach, since affect regulation and impulse control are

stabilized [9, 11, 12].

The patients described as an impulsive type had a similar profile to the affective group

in terms of age of onset for first suicide-related behavior and number of past suicide-related

behaviors. However, some differences can be identified between these groups, particularly

in the levels of impulsivity and substance use. As expected, patients identified as the

impulsive type reported significantly higher scores in the Barratt Impulsivity Scale (BIS),

and showed a higher frequency of substance use. The BIS serves as a direct measure of

impulsivity and substance abuse is thought of as an indirect measure of impulsiveness.

Thus, the greater frequency of substance use may be explained by the higher levels of

impulsivity correlated with substance abuse [32]. Noteworthy, traits of impulsivity and

aggression seem to be very characteristic of patients diagnosed with BPD, which may help

differentiate these patients from those suffering from bipolar disorder [33, 34].

Affective instability is a common trait for both BPD and bipolar II disorder (BPII),

which may account for the overlap in the efficacy of mood stabilizers and the high fre-

quency of comorbidity for these two diagnoses [35]. Specifically, Mitropoulou and col-

leagues found that BPD patients were more impulsive and aggressive compared to bipolar

patients and patients with other personality disorders [35]. Accordingly, previous studies

indicate that impulsive and aggressive traits are very characteristic of BPD [33, 34]. In our

sample, those characterized as the affective type expressed less impulsivity than the

impulsive type. Yet, several studies have documented a reliable prognosis course for BPD,

therefore implying that a strong spectrum relationship with bipolar disorder is extremely

unlikely [36–40]. As Oldham has already proposed, the affective type needs a greater

reliance on pharmacotherapy, particularly early in the course of treatment, until affect

regulation has stabilized [9, 11, 12].
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Almost half of our patient sample reported an incident of previous sexual abuse. Yet,

the three most common subtypes (i.e. affective, impulsive, and dependent) of our sample

reported no significant differences specific to histories of sexual abuse. The high-preva-

lence of sexual abuse history found in our sample is consistent with the range of sexual

abuse experienced by individuals suffering from BPD, as indicated in previous work [41–

47]. Thus, the history of sexual abuse is a critical risk factor to assess for. In fact, previous

work suggests patients experiencing a history of childhood sexual abuse are at a tenfold

increased risk for a future suicide attempt [48].

In summary, of the five types of BPD suggested by Oldham, the affective, impulsive,

and dependent types were most frequently observed among our patient sample; all patients

in our sample were hospitalized due to recent suicide-related behavior. The patients

associated with the dependent type tend to be significantly older and reported significantly

less previous suicide-related behaviors as compared to the affective and impulsive types.

These two latter types differ in the Barratt Impulsivity Scale (BIS) score and in the

frequency of substance use.

Limitations

The current investigation is based on the theoretical framework proposed by Oldham,

which needs empirical validation. Additionally, the current study has a number of limi-

tations that should be considered. First, the study used a cross-sectional design, not per-

mitting us to infer temporal conclusions or patterns of evolution in these patients.

Secondly, this sample is limited to only a female population; nonetheless, 80 % patients

diagnosed with BPD are in fact women [13]. Finally, it should be noted that the population

studied was of great severity, as all patients were hospitalized in a neuropsychiatric hos-

pital due to suicide-related behavior that occurred in the last 72 h. Taking this into account,

the results may not be representative of ambulatory patients. Future investigations may

greatly benefit from a recommended standardized procedure or a developed instrument

specifically targeting how to differentiate between the specific types of BPD as proposed

by Oldham. Notwithstanding the current limitations, this descriptive investigation further

advances our understanding of the types of BPD as experienced by patients with recent

suicide-related behavior.
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