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The present study examined the assessment andptoalization of borderline personality disord-
er with the Borderline Personality Disorder Check(BPD Checklist). The BPD Checklist is
a DSM-IV based self-report questionnaire, desigimedssess the experienced burden of specific
BPD symptoms during the previous month. The paditip in the study were 140 BPD patients,
55 Cluster C personality disorder patients, 57 ptienith only Axis | psychopathology, and
87 nonclinical controls. The psychometric propertaf the BPD Checklist and changes during
treatment were assessed. First-order confirmataciof analyses using the BPD Checklist items
on seven dimensional BPD models supported both adonensional BPD model and a nine-
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-dimensional one, the latter based on the DSM-INeda. Internal consistency as well as con-
struct, concurrent, and discriminant validity prdvi® be very good. Clinical norms and cutoff
scores with high sensitivity and specificity wererited. The questionnaire is suitable as a scre-
ening instrument and treatment outcome measure gipcoved to be sensitive to change.

Keywords: borderline personality disorder; assessment; psyeirics; factor structure; validity.

INTRODUCTION

Borderline personality disorder (BPD) is a sevesgcpiatric condition, pre-
valent throughout health care settings, in whichahility in important life-areas
(e.g., maintaining relationships, emotional regatat impulsivity, identity, and
cognitive processes; APA, 1994) is the only condfactor. Clinical and research
interests in BPD have expanded enormously sinc®8M-conceptualization of
BPD. More or less parallel to this developmenthis increased understanding
that the nature and complexity of BPD also requgpscific screening and as-
sessment instruments for both clinical and resepuchoses; these are necessary
both to understand BPD and to achieve evidencedb@B® treatment practice.
Diagnostic interviews (e.g., SCID-Il and DIB; Firgsibbon, Spitzer, Williams,
& Benjamin, 1997; Zanarini, Gunderson, Frankenb&gZhauncey, 1989) are
often used as outcome measures in BPD (treatmesgarch (Brown, Newman,
Charlesworth, Crits-Cristoph, & Beck, 2004; Clarkihevy, Lenzenweger,
& Kernberg, 2004; Hoglend, 1993; Nordahl & Nyseet2005; Stevenson &
Meares, 1992). However, interviews mostly covelgkberm periods and are not
designed to detect change in shorter time framesyeall, they are very time
consuming and thus expensive. A further problemnirestigating BPD with
most of the widely used (self-report) outcome measis their focus on relative-
ly general aspects of psychopathology, as a refulthich they only reflect
a part of the BPD condition (e.g., general symptewels, anxiety, depression,
self-esteem). To sum up, there is a need for ingnis that assess the current
severity of BPD psychopathology in a restrictedetiperiod, are easy to admini-
ster, and are sensitive to change so that theybeansed to detect effects of
treatment.

An important issue in assessing the severity of BRichopathology is the
conceptualization of BPD — in particular, the demison whether BPD should be
viewed as a one-dimensional or multidimensionalstmtt (Zanarini et al.,
1989; Hurt, et al., 1990; Morey, 1991; Adams, Bér&aLuscher, 2001; Livesley
& Schroder, 1991; Clarkin, Hull, & Hurt, 1993; APA994; Arntz, 1999; Fossati
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et al., 1999; Sanislow et al., 2002). Previousistutiave reported different sub-
dimensions of BPD pathology. Zanarini et colleag(f&389) distinguished four
dimensions of borderline pathology: affect, cogmtiimpulsivity, and interper-
sonal relationships. Hurt et colleagues (1990) tified three sets of BPD crite-
ria: identity, affect, and impulsivity. Morey (1995nd Adams et colleagues
(2001) found four dimensions: affective instabijlitgentity problems, negative
relationships, and self-damaging behavior. Based bterature review, Livesley
and Schréder (1991) proposed three factors underlyBPD: instability/
disorganization, interpersonal exploitation (noD&M-IV criterion), and self-
-damaging behavior, as fitting BPD patients begt differentiating them most
from other Cluster B personality-disordered pasenh a study on the eight
DSM-III-R criteria, Clarkin et colleagues (1993)uftd evidence for a three-
factor structure: uncertainty about self & integmral difficulties, affect & af-
fect regulation, and impulsivity. However, theresnalso some evidence for an-
ger/hostility as an independent fourth factor (safgafrom affect & affect regu-
lation). Sanislow et colleagues (2002) tested tB&BIV BPD criteria as a unita-
ry construct but also as a three-factor model csmy disturbed relatedness,
behavioral dysregulation, and affective dysregafatiAlthough some of these
models seem to have identical subdimensions (&affect”), the DSM criteria
proposed for these dimensions vary between the Is¢siee the Method section
for an overview). In contrast to multidimensionabaels, factor analytic studies
found evidence of good representation of BPD detby one factor, with high
internal consistency of the scale constituted leydtiteria (Arntz, 1999; Arntz et
al., 2009, Sanislow et al., 2002). All in all, thas no consensus on whether the
DSM BPD criteria should be viewed as representinmidimensional or multi-
dimensional construct, and in the case of multidisi@nality, what the subdi-
mensions are.

We developed two BPD-specific instruments to asgesgsurrent severity of
BPD pathology: the self-report BPD Checklist, ai#€m questionnaire, and the
semi-structured Borderline Personality Disorder €8y Index interview
(BPDSI). Both instruments aim to assess the cursemerity of specific BPD
manifestations and were designed for treatmentuatiah of BPD patients.
More specifically, the BPD Checklist inquires abdbé patient’s experienced
burden of BPD symptoms during the last month, waerthe BPDSI forms
a quantitative index of the severity and frequentyBPD-specific behaviors
during the last three months. These instrumentsptement each other, for
example in having the self-report versus interviewnat, the former assessing
subjective burden and the latter measuring thaufrrqy of BPD symptoms. This
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paper is the first report of the psychometric priipe of the BPD Checklist; the
BPDSI is described in Arntz, van den Hoorn, Cos)éllerheul, van den Bosch,
and de Bie (2003) and in Giesen-Bloo, Wachtersoen, and Arntz (2010).
The BPD Checklist is a 47-item self-report quegtiaire, with items based on
therapists’ clinical observations, the relevantsérg BPD literature, and the
BPD criteria of the DSM-IV. Items are rated on @d&@nt Likert scale, ranging
from not at all to extremely indicating the extent to which the respondent was
troubled by the 47 different BPD complaints duritg last month. The BPD
Checklist items can be grouped according to the B'%/M BPD diagnostic cri-
teria. Therefore, one can use the total sum scoréhe BPD Checklist as an
overall index of the subjective burden caused bip BPmptoms, or one can use
the separate criterion sum scores.

The aim of the current study was (1) to assespslgehometric properties of
the BPD Checklist, (2) to derive its clinical nornspecificity, and sensitivity,
(3) to investigate its sensitivity to change, aafltd examine which is supported
better when using the BPD Checklist items in testbeven multidimensional
models of BPD: a BPD model with one, higher-ordactér or a DSM-based
multidimensional BPD model. We examined internahgistency, discriminant,
concurrent and construct validity in samples of BRilients, Cluster C personal-
ity disorder patients, patients with only Axis lyphopathology, and nonclinical
controls. It was hypothesized that the BPD Chethkiisuld correlate positively
with the observed frequency and severity of BPByayms (BPDSI-IV; Arntz
et al., 2003; Giesen-Bloo et al., 2010), with sfied8PD beliefs (PDBQ-BPD
section; Arntz, Dietzel, & Dreessen, 1999; ArntzeBssen, Schouten & Weert-
man, 2004), with maladaptive schemas (YSQ); Rijkebegn den Bergh, & van
den Bout, 2005; Schmidt, Joiner, Young, & Telch93)p with self-ideal discre-
pancy (Self-Goal-Other Discrepancy Scale; MiskimiWélson, Braucht, & Ber-
ry, 1971), with immature defense mechanisms (DSQAWrews, Pollock,
& Stewart, 1989; Giesen-Bloo, Arntz, OpdenackerSginhoven,2005), with
pathological borderline personality organizatioatiges as formulated by Kern-
berg (IPO; Kernberg & Clarkin, 1995; Lenzenwegetarkin, Kernberg, &
Foelsch, 2001), and with general psychopathologioaiplaints (SCL-90; Dero-
gatis, Lipman, & Covi, 1973; Arrindell & Ettema, 88). We expected a signifi-
cant negative relation between the BPD Checklist self-esteem (RSES; Ro-
senberg, 1965) and no substantial correlations métirotic and mature defenses.
With respect to the different control groups, wepested that BPD patients’
scores on the BPD Checklist would be significahilyher than either Cluster C
PD patients, patients with Axis | pathology, or olmical controls.
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METHOD

Participants

We concurrently recruited 140 BPD patients, 55 @u€ PD patients, and
57 patients with only Axis | psychopathology fromelve mental health institu-
tions (inpatient and outpatient). Participationtire study was voluntary and
could be stopped at any time. We recruited 87 nioical controls through ad-
vertisements in local newspapers. Nonclinical adatreceived gift certificates,
proportionally to the amount of time they partidghin the study, with an aver-
age worth of 30 euro. The comparison samples warenatched on an individu-
al basis to individual BPD patients; instead, werapted to recruit samples with
approximately similar distributions of demographiariables. Sample sizes were
based on power considerations (2-tailed .05; 80% power). Because correla-
tions of the BPD Checklist with other instrumentsrevto be assessed within the
BPD group, this sample needed to be relativelyelafg least 120 BPD patients
are required to detect correlations >.25 within BfeD group. With 120 BPD
patients, a minimum of 45 clinical controls and A&npatients are required to
detect medium effectsl(= 0.50) between the BPD sample and the other group
at 80% power. Thus, with the actual sample sizesattained power was higher.
The samples partially overlapped with the samplesvbich the study of the
BPDSI was based (Giesen-Bloo et al., 2010).

After a complete description of the study to albjgats, written informed
consent was obtained. Diagnoses were assessedD8ithIV — based semi-
structured interviews (SCID-I and SCID-II; Firstpig&er, Gibbon, & Williams,
1996; First et al., 1997; Groenestijn, AkkerhuigjpKa, Schneider, & Nolen,
1999; Weertman, Arntz, & Kerkhofs, 2000; Weertm@mtz, Dreessen, van Vel-
zen, & Vertommen, 2003). All subjects had to beneetn 18 and 60 years old.
General exclusion criteria were psychotic disordbigolar disorder, psychiatric
disorders secondary to medical conditions, and aheatardation. BPD patients
were allowed to have comorbid personality and/orsAxisorders. Cluster C
patients had to meet the criteria for at least Ghester C PD and were allowed
to have comorbid Axis | disorders, but were noowltd to have an additional
Cluster A or Cluster B personality diagnosis onteet more than two BPD crite-
ria. Patients with Axis | psychopathology had toeinihe criteria for at least one
Axis | disorder and were not allowed to have thoddidiagnoses of PD’s or to
meet more than two BPD criteria. Nonclinical colgrbad to be free of psycho-
logical complaints, could not have any Axis | dider, PD, or PD threshold di-
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agnosis or to meet more than two BPD criteria. $tugly was approved by the
ethical committee of Maastricht University.

Measures

After completing the diagnostic interviews in onetwo sessions, the sub-
jects completed the BPD Checklist and a set ofrinstnts administered in
another session in order to test the convergentdesaiminant validity of the
BPD Checklist. The following instruments were adistered:

The BPD Checklist (Arntz & Dreessen, 1995). This 47-item self-report
questionnaire was developed to assess the sulgeotikxden caused by BPD
symptoms during the last month. The items were daseDSM-IV BPD crite-
ria, the literature describing BPD manifestatiomsd clinical observations. The
original Dutch version has been translated into liEhg(see Appendix 1 for
the questionnaire), as well as into German, Finr&ganish, and Swedish. The
Polish translation is published in Appendix 1 te folish version of this article.

The Borderline Personality Disorder Severity IndextvV (BPDSI-IV; Gie-
sen-Bloo et al., 2010). The BPDSI-IV is a semi-stuved interview based on
DMS-IV BPD criteria and yields a quantitative indefkthe current severity and
frequency of specific BPD manifestations. The witw covers a period of three
months and is also developed for use as a treatmgibme measure. The
BPDSI-IV consists of 70 items, divided among nimigecia in the same order as
in the DSM-IV. Each item is rated on an 11-poindle¢ running from Oreve)
to 10 @aily). Identity disturbance forms an exception, sirtceoncerns a stable
sense of self over a time period rather than a tifiebie symptom. Therefore,
identity disturbance items are rated on a scalm féo@bsen} to 4 dominant,
clear and well-defined not knowing who he/shetise mean score is then mul-
tiplied by 2.5. The total score is the sum of theenaveraged criteria scores
(range: 0-90). The index, but also the separateri@j possess adequate reliabili-
ty as well as discriminant, concurrent, and coms$tmalidity in similar patient
groups and nonclinical controls (Arntz et al., 20G8sen-Bloo et al., 2016).

The Personality Disorder Beliefs Questionnaire — BP section (PDBQ);
Arntz et al., 1999; Arntz et al., 2004). The PDB®hased on the cognitive
theory of PD (Beck, 1990; Arntz et al., 1994). TBIeD section includes 20 be-
liefs, considered to be specific to BPD. The sttenaf each belief is rated on
a 100-mm visual analog scales wltldont believe this at albn one end and
| believe this completelgn the other end. The good internal consistenegn(C

! Translation into Polish is in progress.
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bach’sa = .95), criterion validity, and stability of belgewere demonstrated in
Cluster A, B, and C PD-patients, Axis | patientsd anonclinical controls (Arntz
et al., 1999; Arntz et al., 2004).

The Young Schema Questionnair€YSQ); Rijkeboer et al., 2005; Schmidt
et al., 1995). The YSQ assesses 16 schemas refjexiung’s extended cogni-
tive theory of PD (Young, 1994). The 205 items eated on a 6-point Likert
scale fromnot true at allto totally true Only a subsample of BPD patients
(n=81) filled out this questionnaire. The YSQ prdve be highly sensitive in
predicting the presence or absence of psychopahdRijkeboer et al., 2005).
The internal consistency (Cronbach’s alpha) of Y18 in the current sample
was .98.

The Rosenberg Self-Esteem ScalRSES; Rosenberg, 1965). The RSES
consists of 15 items. Subjects indicate on a 6tddkert scale froncompletely
true to not true at allhow much they agree with each statement. The $wde
been shown to possess good internal consisten@nip@ch’'sa = .91; Giesen-
Bloo et al., 2006) as well as construct, convergand discriminant validity
(Blascovich & Tomaka, 1991; Rosenberg, 1965, 1979).

The Self-Goal-Other Discrepancy ScalgMiskimins et al.,1971). The
Scale measures mean self-ideal and self-other egiancies. It consists of
15 pairs of opposed personality characteristicsichwvthave to be rated on
100-mm visual analog scales from different pointsview: how am 1? (self),
how do other people perceive me? (other), and how d@ant to be? (ideal).
Only the self-ideal discrepancy measure was adteir@d in this study. The
scale has adequate reliability (in the presentystGdonbach’'sau = 0.89) as well
as construct and discriminant validity (Miskimirtsag, 1971; Berry, Miskimins,
& Wilson, 1972; Miskimins & Baker, 1973).

The Defense Style Questionnaire — 48SQ-48; Andrews et al., 1989; Gie-
sen-Bloo et al., 2005b). The DSQ-48 is a psychgdically based self-report
instrument, measuring how subjects use mature otieuand immature defense
mechanisms in daily life. Each of the 48 stateméntzated on a 9-point Likert
scale fromdo not agree at alto do agree very mucihe reliability and validity
(discriminant, concurrent, and construct) of theniaure and neurotic scales are
reasonable to good (Cronbach’'ss .80 and .70); the mature scale is less robust
(Cronbach'sw = .55) (Spinhoven et al., 1995; Trijsburg, vaSftijker, Van, Hes-
selink, & Duivenvoorden, 2000; Giesen-Bloo et 2005).

The Symptom Checklist — 9QSCL-90; Derogatis et al., 1973; Arrindell &
Ettema, 1986). The SCL-90 is a widely used selbrepuestionnaire, assessing
general psychopathological complaints. Subjects tatwhat extent they were
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bothered by 90 listed complaints during the lasekven a 5-point Likert scale
from not at all to very much The internal consistency of the global scalehia t
present sample was excellent (Cronbaal¥s.97). Convergent and discriminant
validity were confirmed in an outpatient psychiafpiopulation (Brophy, Norvell,
& Kiluk, 1988).

The Inventory of Personality Organization (IPO; Kernberg & Clarkin,
1995; Lenzenweger et al., 2001; Dutch translatmtz & Kerkhofs, 1999).
The items of the IPO self-report questionnairdering the borderline personal-
ity organizational structure according to Kernbsrjieory, were administered to
a subsample of BPD patients<£ 78). The characterizing 90 items concern iden-
tity diffusion, the use of lower level defensedesrdtions in reality testing, patho-
logical object relations (narcissistic and poor lgya and superego pathology,
and were rated on a 5-point Likert scale frogver trueto always true Relia-
bility and validity have been demonstrated in norichl and clinical samples
(Lenzenweger et al., 2001; Berghuis, Kamphuis, Boed& Verheul, 2009).
The internal consistency of the subscales was gotite present sample, Cron-
bach’sa > .80.

TESTED MULTIDIMENSIONAL BPD CONCEPTS

To examine whether a one-factor higher-order BPDcept or a DSM-
-multidimensional one is supported best, we tesean multidimensional mod-
els of BPD by means of the BPD Checklist’s itenmse Bppropriate BPD Check-
list/DSM-IV criteria, as we assigned them, are give parentheses after each
model’s factors. Because of the development oDX8&1 over time, not all DSM
criteria of the BPD Checklist could be related tepacific factor in every model.
Therefore, only items relating to a particular éacof a particular model were
used in the analysis, and items of the BPD Checé&tigeria not relevant to the
model were omitted (see Data Analysis section). Tdiewing BPD models
with the corresponding factors were included:

Zanarini, Gunderson, Frankenburg, and Chauncey (198) distinguished
four scales measuring borderline pathology in td&gnostic interview for bor-
derline patients (revised): Affect (6, 7, 8), Cdgm (9), Impulsivity (4, 5), and
Interpersonal Relationships (1, 2).

Hurt, Clarkin, Widiger, Fyer, Sullivan, Stone, and Frances (1990)denti-
fied three sets of BPD criteria based on corretatioetween the DSM-III: Iden-
tity (1, 3, 7), Affect (2, 6, 8), and Impulsivitg(5).
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Morey (1991; Adams, Bernat, and Luscher2001)developed a personality
assessment inventory in which BPD is conceived asnly four dimensions:
Affective Instability (6, 8), Identity Problems (3Negative Relationships (1, 2)
and Self-Damaging Behavior (5).

Livesley and Schroder (1991Yeviewed the literature and examined which
behaviors, of a pool of borderline-related behasjifitted BPD patients best and
differentiated them most from other Cluster B pagdity disorder patients. They
found three factors underlying BPD, namely theirecBPD factor of Instabili-
ty/Disorganization (1, 2, 3, 6, 7, 9) and the massociated factors of Interper-
sonal Exploitation (no DSM-IV criteria applicablahd Self-Damaging Behavior
(4,5, 8).

Clarkin, Hull, and Hurt (1993) found evidence for a three-factor structure
in BPD in a study on the eight DSM-III-R criteribincertainty About Self &
Interpersonal Difficulties (1, 2, 3, 7), Affect &ffect Regulation (5, 6, 8), and
Impulsivity (4).

Clarkin, Hull, and Hurt (1993) further discussed the value of Anger/
Hostility as an independent fourth factor (CriteriB, separated from affect &
affect regulation Criteria 5 and 6).

Sanislow, Grilo, Morey, Bender, Skodol, Gundersonteal. (2002) tested
the DSM-IV BPD criteria as a unitary construct bigo as a three-factor model
comprising Disturbed Relatedness (2, 3, 7, 9), Behnal Dysregulation (4, 5),
and Affective Dysregulation (1, 6, 8).

DATA ANALYSIS

To examine the dimensional structure of BPD, wdquared first-order con-
firmatory factor analyses with structural equatiomodeling, with the BPD
Checklist items fitted into the seven BPD modeis] by calculating the Akaike
information criterion (AIC; Akaike, 1987). Since lgmested models can be sta-
tistically tested against one another, using th€ AH the best alternative. The
AIC is a relative measure, used to compare differaadels that contain the
same information. Every model had AICs computedtli@ proposed three- or
four-factor structure, for a one-factor structuamd for a so-called all-factor
structure, in which all DSM criteria of the modekre considered as separate
factors (six, eight, or nine). The lowest AIC amammparable models indicates
the most informative model. The three models byttétial. (1990) and both by
Clarkin et al. (1993) could be compared directlyech other with chi-square
tests, as were the two models by Livesley & Schr§@i@91) and Sanislow et al.
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(2002). The models by Zanarini et al. (1989) andré¥o(1991) could not be
compared to other models with chi-square tests.

Internal consistencies of the total and criterioares were deemed satisfac-
tory if Cronbach’sa was above .70 (Nunnally, 1978). Discriminant vi§idvas
tested with ANOVA and ANCOVA (with relevant covatés based on group dif-
ferences; see the Results section), followed up wiésts of planned compari-
sons (BPD vs. each of the other groups). Pearsamidf) correlations were cal-
culated for concurrent and construct validity. @ai norms were derived with
formulas of Jacobson and Truax (1991). The seitgitte change was tested
with pairedt-tests.

We interpreted all tests with a significance leoEb%. Analyses were per-
formed using the Statistical Package for Socialeswmes, version 11.5, and
LISREL version 8.30. Due to various missing d&tavaries across the analyses.

RESULTS

Group comparability

Demographic data, the number of Axis | diagnosad,tae number of BPD
traits in the four groups are summarized in Tabl@Hirty-three Axis | patients
had an anxiety disorder as primary diagnosis, I&ips had a mood disorder,
4 patients had a somatoform disorder, and 1 patiedt an eating disorder.
Twenty-eight Cluster C PD patients had an obsessorapulsive personality
disorder, 24 patients had an avoidant personalggrder, and 3 patients had
a dependent personality disorder.

The groups differed significantly with respect tnger, living together with
a partner, employment status, age, the number f Adisorders, and the num-
ber of BPD traits. No significant difference wasifial for educational level. BPD
patients had on average significantly more Axisagdoses than Axis | patients.
Further between-group analyses were correctedhieset variables, except for
living together and employment status, which weeerded to be inherent cha-
racteristics of the clinical groups (less oftenihgva job, more often disability or
welfare compensation; see Miller & Chapman, 2001 the risks of using cova-
riates that are inherently associated with the pedéent variable). Analyses on
the BPD group were only corrected for the numbefx$ | diagnoses, as a re-
gression analysis on the BPD group showed a st@gmificontribution to the BPD
Checklist total score only in the case of thisahle ¢ = 2.16,p = .033, 12.0% of
variance explained).
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Table 1
Demographic Data, the Number of Axis-I Diagnoses tiwedNumber of BPD Traits on All Groups
BPD Cluster-C ) . Nonclinical
. . Axis-1 patients .
patients patients (N=57) controls Analysis
(N = 140) (N =55) (N=87)
N % N % N % N % X2 df p
Womer 12t 89 30 58 35 61 58 68 32.5¢ 3 <.001
Living togethe 44 31 27 51 28 53 44 51 13.43 3 <.00<¢
Employment statt 61.8( 15 <.001
House wie/mar 20  14.: 10 18.¢ 2 3.8 13 15.1
Studen 18 13.€ 7 13.2 5 9.4 29 33.7
Employec 26 18.€ 17 32.1 13 245 30 34.¢
Disability 58 414 18 34.1 26 49.1 6 7.C
Welfare 16 114 1 1.¢ 6 11.2 5 5.
Othel 1 0.7 0 0.C 1 1.6 3 3.t
M SD M SD M SD M SD F df p
Age 30.2¢ 7.8z 38.1¢ 11.9¢ 34.1: 10.2¢ 35.3¢ 14.2: 8.31 3 <.001
Educatio? 2.5¢ 1.1¢ 2.9z 1.24 2.4% 1.2: 2.7z 1.0z 2.0z 3 A1z
Number of Axi«| 2.3C 1.4¢ 1.6¢ 1.3¢ 1.5¢ 0.9¢ 0 0 66.0¢ 3 <.001
disorders
Number of 6.77 1.2¢€ 0.9¢ 1.1z 0.2¢ 0.5¢ 0 0 1193.2¢ 3 <.001
BPD traits

Note. Chi-square test for gender; ANOVA's for age, ediotalevel, employment status, the number of Axis |
disorders and the number of BPD trattSeven cases had missing valifds. the Netherlands, the educational
system has different levels of diplomas, which waeced in 5 categories ranging from primary sch@dplto

university (5).

Factorial structure

First-order confirmatory factor analyses using aital equation modeling
were performed. The test statistics and AICs ofséineen models can be found in

Table 2.
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Table 2

Models Chi-Square, Values, Degrees of Freedom aaik@knformation Criteria (AIC) of Models
Tested in Confirmatory Factor Analyses (SEM)

Zanarini et al. Morey Hurt et al. Clarkin et al. Clarkin et al. Livesley Sanislow et al.
(1989) (1991) (1990) (1993) (1993) & Schroder (1991)  (2002)
e
Q
(%]
o
Q
< 4 3 4 3 4 3 3
o
3+
4
2
§ 8 6 8 8 8 9 9
w
¥ df AIC > df AIC 4 df AIC ¥ df AIC ¥ df AIC ¥ df AIC ¥ df AIC
g
%)
8 _
- O
23 2661 696 32271589 371 19752691 699 33292743 699 34682646 696 32683975 1033 4705 3930 1031 4707
% 1S
o
e df AlIC e df  AIC
©
=}
o
£
% 3045 702 37032038 377 2644 2984 702 3818 4227 1034 5175
@
=
o
K]
°
o
IS
3 2333 675 2719* 1452 362 1751* 2238 675 2612* 3362 999 3789*
o
{54
S

Notes.* The all-factor model is significantly better@& .001 than the proposed factor model and the ackif
model, as revealed by the differences in chi-squalees and degrees of freedoms of the nested mdleDSI-
IV/IDSM-IV BPD criterion “identity” was not includeéh Zanarini et al. (1989); “impulsivity,” “emptiss,” and
“dissociation & paranoid ideation” were not incladim Morey (1991); “dissociation & paranoid ideatiovas
not included in Hurt et al. (1990) and Clarkin &t(4993). Therefore, one-factor model and all-éaanodel
statistics for Hurt et al. (1990) and Clarkin et(@993) are identical, and so are those for Leaedt Schroder
(1991) and Sanislow et al. (2002).

The all-factor models (meaning models with DSM-IMeria as factors) ex-

plained the BPD Checklist data significantly bettesed on the AIC, than the
proposed multifactor or one-factor structures fadl .001). This means the AICs
indicate that the gain of information obtained wath all-factor model outweighs
the gain of using simpler three- or four-factor ralsd Furthermore, based on the
AIC, Clarkin, Yeomans and Kernberg 4-factor modeg93) extracted more in-
formation than their 3-factor model (1993) and tme proposed by Hurt et al.
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(1990). Sanislow's model (Sanislow et al., 2002y &ivesley and Schrdder’s
model (1991) did equally well. Significance levéds between-row comparisons
in Table 2 are not available because statistics tere not allowed in comparing
non-nested models. Given the fact that the mod#i each DSM criterion as
factor was superior, further psychometric analy&esised on this 9-subscale
model, in addition to the total-score model.

Internal consistency

The internal consistency of the BPD Checklist pbve be excellent for
both the total group and the BPD group (Cronbaah’s.97 and .92, respective-
ly). Based on the total group, the internal coesisy was also calculated for
separate cluster scores, or DSM criterion scomas$,ranged from satisfactory to
excellent: avoids any abandonment .87, unstable relationships= .78, iden-
tity disturbancen = .89, self-damaging impulsivity = .69, recurrent (para) sui-
cidal behavion = .82, affective instabilityt = .93, lack of anger contral = .78,
dissociation and paranoid ideatian= .86. Noa for chronic feelings of empti-
ness was calculated since this criterion is asdesseugh only one item, which
correlated very well with the total scong € .84). Item-rest correlations;] for
the item and for criterion scores related to thaltscore ranged from -.01 to .90
(median for items = .65, median for criteria = 84)wo items appeared to have
a negative item-rest correlation: “gambling” an@idplifting,” both belonging to
the self-damaging impulsivity criterion. The rembweathese items improved the
internal consistency of the self-damaging imputgiriterion to an acceptable
homogeneity level (Cronbachis= .72); the improvement in the internal consis-
tency of the total scale was negligible.

Change during treatment

Thirty-nine BPD patients participated in the uncohéd pilot study in prep-
aration of a randomized clinical trial (RCT; GiesBloo et al., 2006) in which
Schema Therapy (ST) and Transference-Focused Rbgchpy (TFP) were
compared. Both are specialist psychotherapies RiD.BST is an integrative psy-
chotherapy, integrating techniques and insightmf@BT, experiential therapies,
attachment and other developmental theories intgnitive model (Young,
1994, Young, Klosko, & Weishaar, 2003). TFP is lobse Kernberg's psychody-

2 A table with the item-rest correlations of indival, criterion, and total scores can be
requested from the author.
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namic object relations model of BPD (Clarkin et 4B99; Yeomans, Clarkin, &
Kernberg, 2002). Therapy was open-ended and cedsidtindividual sessions
twice a week. The BPD Checklist was administeredettmonthly. With respect
to the BPD Checklist, a six-month evaluation for @ients showed a signifi-
cant average decrease of the total score by 14hblspf(31) = 2.64,p=.013,
two-tailed, ES = .52). After one year of ST or THi total score of 26 patients
dropped further by an average 24.27 points comptrduhseline t(25) = 3.58,

p =.001, two-tailed, ES = .95).

Eighty-six BPD patients participated in the RCT &&#n-Bloo et al., 2006).
They also demonstrated large reductions in therexpesed BPD psychopatholo-
gy as measured with the BPD Checklist (Giesen-BAantz, van Dyck, Spinho-
ven, & van Tilburg, 2002). Six months after the in@ghg of ST or TFP,
73 patients reduced their total BPD Checklist sdnyean average 17.34 points
(t(72) = 6.24,p < .001, two-tailed, ES = .59). At one-year of thmfathe total
score of 68 patients dropped further by an ave@®@2 points compared to
baseline {(67) = 7.48,p < .001, two-tailed, ES = .83). The average BPD cedu
tion of the total score for 54 patients was 29.Ti@ratwo years of therapy
(t(53) = 7.81p < .001, two-tailed, ES = 1.12).

Discriminant validity

Table 3 presents BPD Checklist mean total scoresgnnDSM criterion
scores with standard deviations, and test statificall four groups, uncorrected
as well as corrected for covariates (age, gendenper of Axis 1 disorders).

BPD Checklist total scores and DSM criterion sca&8PD patients were
all significantly higher than those of the contgsbups. Two items (gambling
and shoplifting) did not discriminate between BPilany control group; the
same items were responsible for the limited infleomasistency of the “self-
-damaging impulsivity” criterion. They had very lofsrequencies in the BPD
patients. Scores on three other items did not réiffeate between BPD patients
and Cluster C patients: the identity item “not dgrto recognize the bad sides of
yourself” (p = .057), the dissociation item “not being ablegamember important
things (not because of drugsp £ .319), and the abandonment item “frantically
trying to prevent others from leaving yoyj £ .118), although differences were
all in the expected directions.



THE PORBERLINE PERSONALITY DISORDERS CHECK LIST 325

Table 3
BPD Checklist Mean Total Scores and Mean DSM Cadtefcores of all Groups
BPD CI-C PD Axis | NonPts BPD .
(ch'r‘és:aer’] o  Analysis  Mean®D) MeanGD Mean€D) MeanGD) - CHCPD ?PDNAX'S' BTDNN°”PtS
9 Adjmn (SB Adjmn(SB Adjmn(SB AdjmnSB t p P P

Abandonment ANOVA 19.44 (6.03) 14.31 (5.39) 11.67 (4.41) 7.33 (0.76) 6.70 <.001 10.29 <.001 18.44 <.001
(7-35) ANCOVA  18.94 (0.48) 14.11 (0.68) 11.73 (0.66) 8.60 (0.63) 5.74 <.001 8.77 <.001 11.84 <.001
Relationships ANOVA 8.59 (3.11) 6.04 (2.76) 5.19(2.32) 3.34(0.74) 6.42 <.001 8.63 <.001 15.34 <.001
(3-15) ANCOVA 856 (0.25) 5.95(0.36) 5.20(0.35) 3.73(0.33) 5.85 <.001 7.73 <.001 10.46 <.001
Identity disturbance ANOVA 23.13 (5.79) 17.58 (5.99) 13.74 (5.30) 9.03 (1.47) 6.98 <.001 11.96 <.001 20.66 <.001
(8-40) ANCOVA  22.84 (0.50) 17.63 (0.71) 13.84 (0.70) 9.99 (0.66) 5.88 <.001 10.44 <.001 14.02 <.001
Impulsivity ANOVA 15.39 (4.23) 12.04 (3.69) 11.04 (2.82) 9.76 (1.20) 6.26 <.001 823 <.001 12.26 <.001
(9-45) ANCOVA 1523 (0.33) 11.93 (0.47) 10.95 (0.47) 10.42 (0.44) 557 <.001 7.41 <.001 7.85 <.001
(Para)suicide ANOVA 5.85(3.03) 3.98 (1.59) 3.39 (1.03) 3.00(0.00) 5.60 <.001 7.46 <.001 9.95 <.001
(3-15) ANCOVA 561 (0.21) 4.04(0.30) 3.38(0.29) 3.26 (0.28) 4.27 <.001 6.21 <.001 6.16 <.001
Affective instability ~ANOVA 14.34 (3.76) 10.47 (3.89) 9.07 (3.54) 4.70 (1.27) 7.40 <.001 10.21 <.001 21.50 <.001
(4-20) ANCOVA  14.03 (0.31) 10.29 (0.45) 9.12 (0.44) 5.82(0.42) 6.72 <.001 9.04 <.001 1424 <.001
Emptiness ANOVA 3.83(1.11) 3.02(1.19) 2.30(1.13) 1.15(0.72) 5.11 <.001 9.78 <.001 19.72 <.001
(1-5) ANCOVA  3.78(0.10) 2.96 (0.14) 2.30 (0.14) 1.37(0.13) 4.68 <.001 8.72 <.001 13.31 <.001
Anger-control ANOVA 8.54 (3.28) 6.04 (2.65) 5.23(2.09) 4.17(0.72) 6.18 <.001 8.28 <.001 12.56 <.001
(4-20) ANCOVA  831(0.25) 5.94(0.36) 5.26 (0.35) 4.80(0.33) 5.31 <.001 7.01 <.001 7.58 <.001
Dissociation ANOVA 18.77 (5.85) 14.49 (5.06) 12.65 (4.68) 8.74 (1.69) 5.64 <.001 817 <.001 1543 <.001
(8-40) ANCOVA  18.42 (0.48) 14.34 (0.68) 12.59 (0.67) 9.75 (0.64) 4.80 <.001 7.03 <.001 9.85 <.001
Total ANOVA 117.88 (25.6197.96 (25.00)74.26 (22.44)51.23 (5.62) 8.71 <.001 12.87 <.001 22.64 <.001
(47-235) ANCOVA  115.72 (2.10)87.72 (2.98) 74.36 (2.94) 57.72 (2.78) 7.66 <.001 11.39 <.001 15.02 <.001

Note CI-C PD—Cluster-C PD; NonPts—Non patients. ANCOM# age, gender and number of Axis 1 disord-
ers as covariates. Adj mn = adjusted mean resuitomg the ANCOVA (mean corrected for age, gended the
number of Axis | disorders).

Concurrent and construct validity

Pearson correlations and partial correlations db Bfecklist total score and
other instruments for the total group and the BiP@ug are presented in Table 4.

The BPD Checklist scores of the total group werensfly related, even after
correction, to the other hypothesized variables Significant positive correla-
tion with neurotic defenses deviated from the efgeaull correlation. Most
correlations dropped slightly after adjustmentdge, gender, and the number of
Axis | diagnoses, but their discriminative powecéme more pronounced. The
BPD Checklist also showed the hypothesized corogiatin the BPD group.
Adjustment for the number of Axis | diagnoses ledrinimal changes.
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Table 4
Pearson Correlations and Partial Correlations of tB@D Checklist Total Score With Other Va-
riables and Test Statistics

Total group BPD-patients
r with BPD-CL Corrected* r with BPD-CL Corrected?
# DSM-IV BPD .75%** (n = 325) .65*** (n = 316) 27 (=132) .22* 1 =130)
BPDSI-IV .85** (n=267) 78%* (n = 263) .56*** (n = 126) 51%* (n = 124)
PDBQ — BPD section .84r*r{ = 334) 76%* (n = 316) 70%* (n = 140) .68** (n = 130)
Self-ideal discrepancy .62%*(= 287) 45%* (n = 280) 29% (1 =127) .24* (1 =125)
DSQ-48 — mature defenses -.09 n=(276) -06 (n=272) -06 (n=124) -04 (n=122)
DSQ-48 — neurotic defenses A49% £ 276) 37 (0= 272) 307 (1= 124) 28% (1= 122)
DSQ-48 — immature def. 72%%(= 276) .63%* (0= 272) 56%* (0 = 124) 54%* (0 = 122)
SCL-90 .89%* (n = 292) .82%** (n = 285) .81%* (n = 126) 79 (n = 124)
Self-esteem - 751§ = 280) -.64%** (n = 273) -.58** (n = 131) - 57** (n = 129)
YSQ 79%* (n = 81) 79%* (n = 81)
IPO — use lower level defenses 671 £ 78) .68*** (n=77)
IPO — identity diffusion .68** (1= 78) .69%** (n = 77)
IPO — alterations reality testing 54*nE 78) 54%* (n = 77)
IPO — BPO pathological object relations .58* £ 77) .58%* (n=77)
IPO — superego pathology .56*n" € 78) .58** (n=77)

Note * p < .05; ** p < .01; *** p < .001 (2-tailed)’ Partialr, corrected for age, gender, and number of Axis |
diagnoses? Partialr, corrected for number of Axis | diagnoses. Abbagigns: BPD-CL = BPD Checklist, def. =
defensesN varies because of missing values.

Clinical norms, sensitivity, and specificity

Clinical norms were derived with formulas of Jaagmbsnd Truax (1991).
Considering the BPD group, the dysfunctional cutmibre came to 67.28, indi-
cating that people with a higher score very propaxhibit BPD pathology. The
functional cutoff score, based on the nonclinicahtcol group, was 62.47,;
people with a lower score are probably nonpatierte. reference point between
both cutoff scores — between BPD patients and rt@rgacontrols — is 63.32.
Elaborating on the dysfunctional cutoff score, genty was 0.99 (138 out of
140 BPD patients were correctly classified) andcHjpity was 0.98 (85 out of
87 nonpatients were correctly classified). Forftirectional cutoff score sensitiv-
ity was 1 (140 out of 140) and specificity 0.94 @2 of 87). The reference point
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between the BPD group and the patient groups (&tand Axis 1) was 99.23.
This means scores above 100 signify BPD-relatedhmpathology.

In sum, we propose 67 as the clinical cutoff sdorerecovery from BPD,
and 100 as indicative of BPD and as the inclusioterion for BPD treatment
trials.

DISCUSSION

This study examined the BPD Checklist with psychmimenethods for sui-
tability as a screening instrument and/or a (treamtinoutcome measure; it was
also aimed to contribute to an increase in the tstdeding of the conceptualiza-
tion of BPD.

The internal consistency of the total and critersoores was mostly very sa-
tisfying. Only the “self-damaging impulsivity” cdtion was marginally accepta-
ble. However, removing two of the nine criterioants, “gambling” and “shop-
lifting,” improved this internal consistency from= .69 toa = .72. Another sup-
porting argument would be that these items were jateblematic with respect to
the discriminating power between BPD patients atiero(non)patients. On the
other hand, both items had very low base ratet©yénBPD group. A possible
explanation could be that, although the naturehet¢ behaviors is specific for
BPD, their occurrence is of very low frequency:ytlage often not exhibited in
a 1-month period. But this rare occurrence may gldizate that these behaviors
are not very common in BPD and therefore not pymictl of BPD symptoma-
tology. Two psychometric studies of the BPDSI (&ret al., 2003; Giesen-Bloo
et al., 2010) reported similar problems for itsamge concerning gambling and
shoplifting. Based on these repeated findings amidiag and shoplifting, we
suggest that these symptoms be left aside in theefDSM conceptualizations
of BPD. The lack of discriminant ability betweenBPatients and Cluster C PD
patients of one abandonment item, one identity ,itand one dissociation item
cannot be explained by low frequencies in the BP&ug. Whether or not to
remove these items remains a delicate matter, wiees the balancing of sta-
tistics and theory. In our opinion, the removaltloése items is, for theoretical
reasons, not yet fully warranted. Moreover, thetgbuation of each item towards
the corresponding DSM criterion score or total eceras considerable, suggest-
ing that the item did represent the criterion. Rertresearch on the BPD Check-
list is needed to clarify whether these items stidnd kept or removed.
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The interpretation of the confirmatory factor arsaly of seven different
models depend on the application purposes of the BBdel. If one wants to
distinguish different classes within the BPD stamet we suggest considering
the nine DSM-IV criteria as nine factors, since mgults imply that there seems
to be no useful reduction of the DSM BPD criterthes than combining them
into one BPD score. Compared to an all-factor mdaeth six, eight, or nine
factors), a reduction to three or four factors gtdus of DSM-1V criteria) led to
considerable information loss. This observatiomas in line with the finding,
reported by Sanislow et al. (2002), that the tHesper structure is the best for
differentiating and understanding BPD structurey aray be related to the use of
a self-report questionnaire versus a structureshiregw for diagnosing personali-
ty disorders. The BPD Checklist tests the DSM-IVCBEtiteria on a microscopic
level, with several items for each criterion (excdépr emptiness), whereas
a structured interview tests them on a more gereval, already filtering and
clustering patient information to the (non)preseata BPD criterion. We found
no convincing evidence for a model hypothesizingatisions between the crite-
rion level and the BPD-as-a-whole level. Thus, @lgh the polythetic DSM
model allows a wide variation in BPD criteria comdnions — leading to hetero-
geneity on the criterion level — the concept unded the criteria appears to be
one “overall” dimension. Therefore, these resutissdpport the primary conclu-
sion by Sanislow et al. (2002) about BPD beingadisically unitary construct.
Studies by Arntz (1999), Arntz et al. (2009), arabati et al. (1999) also concur
with this view. Most striking in the current findja is their resemblance to the
factor results of a study on the BPDSI-IV (GiesdoeBet al., 2010) with a simi-
lar design, including the same seven BPD models.advantage of the so-called
all-factor BPD model (based on the DSM) over theppsed or a one-factor
model was almost exactly replicated in this stulyly two AIC differences can
be noted among the proposed factor models: (134taetor model by Clarkin et
al. (1993) and not the 3-factor model of Hurt et(A990) explained the data best
in the present study, and (2) the model by Sanigibal. (2002) was not superior
over Livesley and Schroder’s (1991): both explaitiegl data equally well. The
differences in the proposed factor models illustithiat creating different factors
with different labels does not necessarily provagigitional information on or
understanding of an individual compared to whaalifactor model provides.

As noted in the Introduction section, the BPD Chistland the BPDSI are
complementary to each other. By now, both instrusiéave proved to meet the
psychometric standards. It will be interesting xamine and compare different
ways of determining improvement (or deteriorationBPD patients during ther-
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apy: the therapist’s clinical perspective, the guatts self-reported change (the
BPD Checklist), and the person’s objective charnlje BPDSI). If possible, it is

therefore desirable to administer the BPD Checklist the BPDSI at the same
assessments. Preliminary results on the BPD Clstckiid BPDSI scores in
a BPD treatment trial indicate that the observedrawement in frequency of

BPD manifestations precedes the experienced impremein the form of lesser
perceived burden (Giesen-Bloo et al., 2002).

CONCLUSIONS

It can be concluded that the BPD Checklist prowedd a psychometrically
sound instrument. The BPD Checklist had good tcekeat internal consisten-
cies and very good discriminant, convergent, analstact validity. The BPD
Checklist proved to be sensitive to change, siheeeixperienced BPD-specific
symptoms significantly decreased during psychothewtic treatments. First-
-order confirmatory factor analyses supported l@tne- and nine-dimensional
model based on the DSM-IV BPD criteria. Clinicakrms, specificity, and sensi-
tivity were derived for use in clinical practicecaim research. We proposed 67 as
the clinical cutoff score for recovery from BPD whithe BPD Checklist is used
as a treatment outcome measure. To indicate BP2npst for example in
screening/inclusion procedures before BPD treatriméis$, a cutoff score of 100
is suggested.

Future research should focus on the functioninghef BPD Checklist as
a screening instrument and as a treatment outcoeasure. Further studies ex-
amining the validity of the BPD Checklist in othgmical control groups (e.g.,
Cluster B personality disorders, schizophreniadusthalso be conducted.
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APPENDIX 1

BPD CHECK LIST
(ENGLISH VERSION)

BPD CHECK LIST

HOW TO COMPLETE THIS QUESTIONNAIRE?

-

In this questionnaire you will be asked to whateextyou were troubled by certai
complaintduring the last month. Please, indicate for each of the following cormgh to
which degree you were bothered, by placing a ciactaind the answer that applies magst
to you.

Example:

Not at all Slightly Moderately To a large degree Extremely

Headache 1 2 @3 4 5

© Arnoud Arntz & Laura Dreessen

Translation: Josephine Giesen-Bloo, Maastrichyust 2001
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During last month, to what extent were you troulidgd

10

11

12

13

14

15

16

17

18

19

20

Impulsive spending of too much money that youncan
afford to spend

Quick changes of mood

Tantrums

Not feeling oneself anymore, like an outside oleeof yourself,
or experiencing yourself as in a movie or dream

(not because of drugs)

Hitting others or throwing things at others

Injuring yourself on purpose (cutting, prickirtting, burning)
Not knowing whether you actually feel attractedrten or women
Gambling

The urge to kill yourself

Uncertainty about who you really are

Feeling bored or empty inside

Drinking too much

Fear that others will leave you

Being so different in various situations or wather people that you

don’t know who you are anymore

Uncertainty about what your life should lodkeli
Being convinced that others are treating yoaidgf
Drug use

Strong changes in feelings for other people
Distrusting other people

Not daring to recognize the bad sides of ydlrse

Not at all

Slightly

Moderately

To a large degree

34

Extremely

(&)
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During last month, to what extent were you trouliigd © % % 5
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21 The idea that if others really get to know yitkey will reject you 1 2 3 5
22 Reckless driving (car, motor, bike) 1
23 Observing or experiencing the world around yaally differently
so that it seems very odd or unreal to you (ethers look
unfamiliar or like ‘robots’; not because of drugs) 1 2 3 4 5
24 The tendency to act in life threatening wayg.(én traffic) 1 2 3 4 5
25 Feelings of despair 1 2 3 4 5
26 Trying to kill yourself 1 2 3 4 5
27 Losing your senses because you are convinced/tét somebody
whao's important to you, will leave you 1 2 3 4 5
28 Threatening other people that you will injurekiiryourself 1 2 3 4 5
29 Binge eating 1 2 3 4 5
30 Finding yourself a bad and unacceptable person r 3 4 5
31 Being convinced that others have it in for you
(that you're being persecuted) 1 2 3 4 5
32 Not knowing what friends or loved ones you warttave 1 2 3 4 5
33 Feelings that are unacceptable to you 1 2 3 4
34 Not knowing what is actually important to you 12 3 4 5
35 Shoplifting 1 2 3 4 5
36 Sudden anxieties, depressions or irritability 12 3 4 5
37 Becoming so angry that you lose control andibtieiags 1 2 3 4 5
38 Not being able to remember important things (restause of drugs) 1 5
39 Being very suspicious 1 2 3 4 5
40 Feeling terribly disappointed in someone yost fixdmired or loved 5
41 Acting on an impulsive sexual contact you laggretted 1 2 3 4 5
42 Suddenly losing trust in other people 1 4
43 The conviction that you're not able to deal Wité on your own 1 2 3 4 5
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During last month, to what extent were you troulidgd

44

45

46

47

Hating yourself, everybody and the world
Frantically trying to prevent others from leayiyou
Uncertainty about what your true standards ahdes are

Not knowing anymore what you have done or wigereare (not
because of drugs)

Not at all

Slightly

Moderately

To a large degree

Extremely

45



