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Abstract

Little is known about racial differences in borderline personality disorder (BPD) that may
influence etiology, phenomenology, and treatment of women with BPD. A total of 83 women with
BPD participated in this cross-sectional study: n = 41 white and n = 42 African-American women.
Structured interviews were used to assess Axis | and Il disorders, and a series of interviews and
questionnaires captured internalizing and externalizing symptoms. The white women with BPD
reported more severe internalizing symptoms, whereas the African-American women reported
more severe externalizing symptoms. Except for the association between race and number of
suicide attempts, the relationship between race and internalizing/externalizing symptoms was
mediated by socioeconomic status. In conclusion, African-American women with BPD may
present with more severe symptoms of lack of anger control and fewer suicidal behaviors than
those of white women with BPD, raising the possibility that they are misdiagnosed and receive
treatments that are not optimal for BPD.
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One third of all Americans self-define as an ethnic or racial minority (US Census Bureau,
2008), and there are significant health disparities among these populations. For example,
African-Americans are more likely to experience psychiatric disorders, less likely to receive
treatment, and more likely to receive treatment in emergency departments and as inpatients
(Satcher, 1999). Few population-based studies have assessed the rates of borderline
personality disorder (BPD) across racial/ethnic groups in the United States. Data from the
Epidemiological Catchment Area study showed a trend toward higher rates of BPD in
nonwhite individuals, but this was not statistically significant (Swartz et al., 1990). Race and
ethnicity were not significantly related to BPD in the National Comorbidity Survey
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Replication study (Lenzenweger et al., 2007). In the National Epidemiological Survey on
Alcohol and Related Conditions, BPD was more prevalent in Native American men and less
prevalent in Hispanic men and women and Asian women, compared with other racial and
ethnic groups (Grant et al., 2008). Lower socioeconomic status (SES) was associated with
BPD in all of these studies. The lack of consistency regarding rates of BPD in these
epidemiological studies may be the result of wide variation in measures and interviewers’
level of clinical expertise (Paris, 2010).

A single study compared the rates of BPD and rates of endorsement of the individual
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-I1V) BPD
criteria across racial/ethnic groups (Chavira et al., 2003). Analyzing data from 554
treatment-seeking or treated men and women enrolled in the Collaborative Longitudinal
Personality Disorders Study, the authors found significantly higher rates of BPD in Hispanic
compared with white and African-American participants. Compared with whites, Hispanics
were more likely to endorse three of the nine BPD criteria; unstable relationships, affective
lability, and lack of anger control. No other differences emerged. It should be noted that the
comparisons of endorsement rates of BPD criteria were conducted using the entire study
sample rather than only individuals with BPD. Consequently, these analyses do not tell us
whether there are racial or ethnic group differences among individuals who carry a BPD
diagnosis. Indeed, the African-American BPD sample included only 26 participants, 5 of
whom were men. Thus, lack of statistical power due to sample size limitations may have
precluded the reliable identification of differences across race/ethnicity and sex.

McGilloway et al. (2010) systematically reviewed the associations among racial and ethnic
differences in BPD across 14 studies conducted in the United States and United Kingdom.
There was evidence that BPD was less prevalent in blacks compared with whites in five
studies, but the opposite was true in another (large, population-based) study. In their meta-
analysis of the seven studies that contained the appropriate raw prevalence data, black
individuals were significantly more likely to be diagnosed with BPD. However, the authors
then examined sources of heterogeneity and found that this was the case only for black
individuals living in the United Kingdom. In contrast, African-Americans were no more
likely than white Americans to be diagnosed with BPD.

Several studies have examined the psychometric properties and factorial structure of the
BPD criteria in different racial/ethnic groups (Becker et al., 2005; Grilo et al., 2004; Selby
and Joiner, 2009). Grilo et al. (2004) demonstrated that the DSM-1V criteria for BPD
(American Psychiatric Association, 1994) were diagnostically efficient in Hispanic
outpatients with substance use disorders. Suicidal behavior proved to be the best
inclusionary criterion; and affective instability, the best exclusionary criterion, for a BPD
diagnosis. Becker et al. (2005) tested the discriminant efficiency of the diagnostic criteria for
BPD and antisocial personality disorder (ASPD) in substance-abusing male Hispanic
outpatients. They found that the ASPD criteria—but not the BPD criteria—differentiated the
two disorders. Selby and Joiner (2009) conducted an exploratory factor analysis on the BPD
criteria in a representative community sample of 1140 African-American, Hispanic, and
white young adults and concluded that impulsivity may be expressed differently as a
function of race/ethnicity. Although these studies provide important information about the
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psychometric properties of the BPD diagnosis in Hispanics and differences in the factorial
structure of BPD traits in African-Americans as compared with Hispanics and whites, these
offer little insight into potential phenomenological differences of the BPD diagnosis in white
versus African-American women.

With respect to racial differences in internalizing symptoms associated with the disease,
most of the research has documented differences in suicide rates. The association between
race and suicide is complex, but suicide rates of white women in the United States have
historically exceeded those of African-American women by a ratio of 2:1 (Centers for
Disease Control and Prevention, 2005). Few studies have examined differences in self-
injurious behaviors. The association between nonsuicidal self-injurious behaviors (i.e., the
intentional destruction of body tissue without suicidal intent) among white and African-
American women is difficult to gauge because investigators have rarely disaggregated the
reports by race and sex. However, three of four studies showed whites to have higher rates
of self-injury than those of African-Americans or nonwhites (Gratz, 2006; Guertin et al.,
2001; Jones, 1986, but see Whitlock et al., 2006), and no study found lower rates in whites
than nonwhites. Interestingly, examining self-injurious behaviors in a large sample (N =
2843) of college students, Gollust et al. (2008) observed lower rates of self-injury among
female (but not male) African-Americans compared with whites.

The discrepancy in suicide rates between whites and African-Americans is remarkable given
that African-Americans are exposed to higher levels of adversity, including racism,
discrimination, and lower SES (DeNavas-Walt et al., 2010), which, in turn, have
consistently been found to negatively impact individuals’ mental health. Consequently,
investigators have begun to document factors that may explain the “black-white suicide
paradox.” Rockett et al. (2006) have argued that racial differences in suicide rates are largely
due to suicides being undercounted among African-Americans. Notably, suicide is more
stigmatized in the African-American community, leading to underreporting and
misreporting suicides as accidents (Joe and Kaplan, 2001; Kaslow et al., 2004, but see
Walker et al., 2006). However, other research has identified several factors that specifically
protect African-American women from committing suicide. These factors include spiritually
based coping, large social support networks, and close kinship bonds (Anglin et al., 2005;
Barnes and Bell, 2003; Nisbet, 1996; Stack and Wasserman, 1995; Willis et al., 2003). More
research is needed to determine whether there are also racial differences in other
internalizing symptoms.

With respect to racial differences in externalizing symptoms, most studies have focused on
identifying differences in violent behavior. Research has consistently shown that African-
Americans are more likely both to be exposed to violence and to commit violence than are
whites (Hawkins et al., 1998; Reiss and Roth, 1993; Sampson et al., 2005). However, there
is little empirical support for perspectives attempting to explain these disparities by
highlighting differences in individual-level variables (e.g., 1Q and impulsivity) without
taking into account the large number of contextual sociodemographic attributes that
distinguish the two racial groups. Instead, the disparities in violence seem to be largely a
function of African-Americans’ lower SES, which exposes them to key violence-inducing
conditions such as chronically stressful living conditions, including geographically
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concentrated poverty and reduced informal community controls (Hawkins et al., 1998; Reiss
and Roth, 1993; Sampson et al., 2005; Wadsworth and Compas, 2002).

A recent report of the American Psychological Association task force on SES makes a
persuasive case for a greater focus on SES by mental health care providers, both in research
and practice (American Psychological Association, 2004). It is now well documented that
low SES contributes to the development of both internalizing and externalizing disorders in
youths (e.g., Miech et al., 1999; Wadsworth and Achenbach, 2005). Stress is one factor
underlying the association between low SES and both internalizing and externalizing
symptoms that has received considerable empirical support. The construct of social stability
is also useful because individuals with low SES tend to experience greater social instability
(unemployment, homelessness, and criminality), and social instability is associated with a
greater likelihood of psychiatric symptoms and history of mental health disorders (German
and Latkin, 2012). Published data on the relationship between SES and aggressive behaviors
directed at others in individuals with BPD are currently not available.

In a review identifying risk factors of suicidal behavior in BPD, Soloff (2005) concluded
that low SES represents distal yet important vulnerability for suicidal behavior across
diagnostic categories and in nonclinical populations by exposing individuals to limited
financial resources, inadequate housing, and limited access to health care. Data on the
association between SES and suicidal behavior in BPD are inconclusive, however, with
some studies finding a positive relationship between indicators of low SES and suicidal
behavior (Runeson and Beskow, 1991; Soloff et al., 2005) and other studies reporting a
negative relationship (Paris et al., 1989; Paris and Zweig-Frank, 2001). There are as of yet
no published reports on the relationship between self-injury and SES.

Given the paucity of data on the association between BPD and race and SES, the present
study sought to identify differences between white and African-American female outpatients
with a DSM-1V diagnosis of BPD across the following clinically relevant variables: a)
lifetime Axis | disorders, b) Axis Il dimensional personality disorder trait scores, ¢)
internalizing symptoms (shame and guilt, self-injurious behavior, and number of suicide
attempts), and d) externalizing symptoms (anger and aggressive behavior directed at others).
On the basis of a review of the literature, it was predicted that white women with BPD
would demonstrate higher levels of internalizing symptoms than those of African-American
women with BPD. Second, it was hypothesized that African-American women with BPD
would show higher levels of externalizing symptoms than those of white women with BPD.
Third, it was predicted that the association between race and internalizing/externalizing
symptoms would be mediated by SES. It should be noted that race itself is not being viewed
as a distinct cause of internalizing or externalizing symptoms. Rather, race is understood as
a marker for a host of sociodemographic and cultural differences in the United States,
including education, income, wealth, family structure, access to and experiences with health
care, racism, marginalization, and neighborhood characteristics. These factors, in turn, are
believed to differentially expose whites and African-Americans to conditions that may
induce externalizing symptoms.
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SAMPLE AND METHODS

Sample

Procedure

Methods

The participants were 83 female psychiatric outpatients with DSM-1V BPD (American
Psychiatric Association, 1994) who were recruited from the Western Psychiatric Institute
and Clinic in Pittsburgh, PA. Applicants with a lifetime history of psychotic disorders,
organic mental disorders, or mental retardation were excluded, as were those with major
medical illnesses that influence the CNS and might be associated with organic personality
change (e.g., Parkinson’s disease, seizure disorders). The participants were required to be
between 20 and 60 years of age. The present study was approved by the University of
Pittsburgh’s institutional review board. The participants provided informed, voluntary,
written consent after all study procedures had been fully explained.

Use of the terms to describe racial groups in the United States follows definitions
established by the US Census Bureau and includes the following five forced-choice
categories: a) white; b) African-American; c) American Indian, Eskimo, or Aleut; d) Asian
or Pacific Islander; or ) other. None of the participants in this study identified themselves as
biracial. Ethnicity is considered a separate measure indicating whether an individual is of
Hispanic or Latino origin. African-Americans represent the only significant racial minority
group in Allegheny County, accounting for 13% of the population (US Bureau of the
Census), where the present study was conducted. Therefore, because of statistical
considerations, we were able to examine differences only between African-Americans and
whites.

The participants were recruited through fliers posted at a) psychiatric outpatient programs,
b) substance use treatment programs in the community, ¢) local community centers and d)
university counseling centers and e) through word of mouth. The applicants completed a
telephone screen followed by a face-to-face interview to establish the presence of DSM-1V
BPD and other inclusion criteria. Subsequently, the participants completed three 2- to 3-hour
evaluation sessions at the research office, during which they were administered a) the
Structured Clinical Interview for DSM-IV Axis | Disorders (SCID-I; First et al., 1995), b)
the Structured Interview for DSM-1V Personality Disorders (SIDP-1V; Pfohl et al., 1995),
and c) a series of interviews and questionnaires assessing interpersonal attributions and
schemas. In between sessions, the participants completed a series of symptom measures and
a daily diary assessing emotions and cognitions evoked by upsetting interpersonal
encounters. The participants were paid $255 for completing the entire study.

Diagnostic Assessment—Axis | disorders were assessed with the SCID-I for DSM-IV
(First et al., 1995). Personality disorder diagnoses were assigned on the basis of the results
of the SIDP-1V (Pfohl et al., 1995). To obtain a more differentiated index of BPD severity,
BPD criteria were scored on a 6-point scale (Clarkin et al., 1993) in addition to the
conventional 4-point scale used with the SIDP. All interviews were audiotaped. For the
purpose of determining interrater reliability, 18 randomly selected audiotapes (21.7%)
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including 10 African-American and 8 white cases were reviewed by a rater unaware of the
interviewer’s diagnoses. Kappa for a DSM-IV diagnosis of BPD was 0.92.

Psychiatric Symptom Assessment—General psychiatric symptoms commonly
associated with BPD were assessed with the Beck Depression Inventory Il (Beck and Steer,
1996), the Brief Symptom Inventory (Derogatis, 1993), and the Social Adjustment
ScaleYSelf-Report (Weissman and Bothwell, 1976). Administration of these instruments
permitted us to check whether potential differences between the two racial groups in this
study were due to differences in the overall severity of psychiatric symptoms.

Psychiatric symptoms associated with aggression directed at the self were assessed with the
a) anger expression—in (AX-1) scale of the State-Trait Anger Expression Inventory—2
(STAXI-2; Spielberger, 1999); b) the Shame and Guilt Scale (Marshall et al., 1994),
modified to capture trait shame; and c) a simplified version of the Parasuicide History
Interview (PHI; Linehan et al., 2001, 2006), which captures the frequency of 14 common
self-injurious behaviors (e.g., burning, scratching/cutting). PHI ratings were made on a 5-
point scale (0 = never, 1 = 1-2 times, 2 = 3-5 times, 3 = 6-20 times, 4 = more than 20
times). The AX-I scale measures how often angry feelings are experienced but not
expressed. In addition, the lifetime number of suicide attempts was assessed via interview
and categorized according to whether they met criteria for a suicide attempt following
definitions provided by the Suicide Attempt Self-Injury Interview (Linehan et al., 2001,
2006).

Psychiatric symptoms associated with aggression directed at others were assessed with the
a) anger expression—out (AX-0) scale of the STAXI; b) the Trait Anger Inventory
(Spielberger, 1999); c) screening questions from the MacArthur Community Violence
Instrument (MACVI; Monahan et al., 2001); and d) the psychological aggression, physical
assault, and injury scales of the Conflict Tactics Scale—Revised (CTS-R; Straus et al., 1996).
The AX-O scale measures how often angry feelings are expressed in verbally or physically
aggressive behavior (Jones, 1986). The screening questions from the MACVI consist of 16
items that measure the frequency of aggressive behaviors, ranging from mild (“Have you
thrown something at anyone?”) to severe (“Have you used a knife or fired a gun at
anyone?”). Eight items each measure respondents’ aggressive behaviors toward others and
respondents’ exposure to aggressive behaviors by others. Ratings were made on a 7-point
scale (0 = never, 1 = 1 time, 2 = 2 times, 3 = 3-5 times, 4 = 6-10 times, 5 = 11-20 times, 6 =
more than 20 times). The CTS-R captures aggressive behaviors that occur in the context of
intimate partner relationships. CTS-R ratings were made on the same 7-point scale used with
the MACVI. The CTS-R also assesses participants’ exposure to aggressive behaviors by
their intimate partners. To eliminate errors due to misunderstanding, the PHI, the MACVI,
and the CTS-R were administered in interview format. All three measures assess the
frequency of behaviors across the past 5 years.

Assessment of SES—SES was assessed with Hollingshead’s (1975) four-factor index of
social status, which takes into account both participants’ educational attainment and job
status.
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Data Analysis

RESULTS

Comparisons between the white and African-American patients on demographic and
psychodiagnostic characteristics were conducted with t-tests for independent samples, chi-
square tests, and Fisher’s exact tests, depending on the level of measurement of the data.
Comparisons on internalizing and externalizing symptoms and mediation analyses were
conducted using hierarchical linear regression analyses. Age was included as a control
variable in all regression models. To achieve normality, number of suicide attempts was
transformed by taking the square root. Bonferroni’s procedure was used to control for
multiple comparisons.

Baron and Kenny’s (1986) method of testing for mediation has been criticized for not
allowing tests of the statistical significance of the mediated path and for lacking statistical
power (MacKinnon et al., 2002). In its place, Freedman and Schatzkin (1992) proposed a
method that directly tests the joint significance of the two effects that compose the mediator
effect. In addition, their method has been shown to produce the most effective balance of
type | error and statistical power. Freedman and Schatzkin’s method requires that we
determine a) the coefficient beta and standard error of beta reflecting the association
between race and internalizing/externalizing behavior; b) the coefficient beta and standard
error of beta reflecting the association between race and internalizing/externalizing behavior,
controlling for the effects of the hypothesized mediating variable; and c) the correlation
coefficient reflecting the association between race and the hypothesized mediating variable.
The intervening variable effect is assessed by comparing the relationship between the
predictor and dependent variables before and after adjustment for the intervening variable.
Freedman and Schatzkin’s equation yields a t-value that indicates whether the test for
mediation is significant.

Preliminary Data Analyses

Comparison of demographic characteristics showed that the African-American patients with
BPD had a lower SES and were less educated than the white patients (Table 1). In terms of
Axis | pathology, the African-American women were more likely to meet criteria for a
lifetime substance use disorder (42 = 7.67, p < 0.01). Two patients in each group met criteria
for bipolar I disorder. In addition, the African-American women evidenced more severe
antisocial (t[78] = 3.63, p < 0.001) and narcissistic personality disorder traits (t[70] = 3.20, p
G 0.01). On the BPD scale of Clarkin et al. (1993), the white patients showed more severe
suicidal behaviors, whereas the African-American patients endorsed more severe lack of
anger control (Table 2).

The two racial groups did not differ in the severity of depressive symptoms measured by the
Beck Depression Inventory (t[81] = 1.48, p = 0.14), severity of general psychiatric
symptoms assessed with the Brief Symptom Inventory (t[81] = 0.92, p = 0.36), or the level
of social adjustment measured with the Social Adjustment Scale total score (t[81] = 1.10, p
= 0.27). Taken together, the preliminary analyses show that the primary data analyses are
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not confounded by differences in general psychiatric symptom severity or a differential
prevalence of bipolar | disorder across the white and African-American patients.

Aggression Against the Self Versus Others as a Function of Race

The results of the regression analyses comparing internalizing and externalizing symptoms
across the two racial groups are shown in Table 3. The white patients evidenced higher
levels of anger experienced but not expressed and higher levels of trait shame and guilt.
They had also made a larger number of suicide attempts and had engaged in more frequent
self-injurious behaviors. The African-American patients, on the other hand, reported higher
levels of anger expressed and higher levels of trait anger. They had also engaged in more
frequent aggressive behaviors directed at others. It should be noted that the African-
American women were themselves exposed to higher rates of aggressive behavior by others
on three of the four scales administered.

SES as a Mediator of the Relationship Between Race and Aggression

The participants’ SES mediated the association between race and a) AX-I scores (t[81] =
2.87, p<0.01), b) trait shame and guilt (t[81] = 3.11, p < 0.01), and c) frequency of self-
injurious behaviors (t[81] = 3.4, p < 0.01). However, SES did not mediate the relationship
between race and number of suicide attempts (t[81] = 0.02, p > 0.90). In addition, the
participants’ SES mediated the association between race and a) AX-O scores (t[81] = 6.45, p
< 0.0001); b) trait anger (t[81] = 2.89, p < 0.01); c¢) frequency of aggressive behavior
assessed with the MACVI (1[81] = 3.12, p < 0.01); and d) aggression directed at romantic
partners assessed with the CTS-R psychological aggression scale (t[70] = 2.85, p < 0.01),
the CTS-R physical assault scale (t[70] = 3.29, p < 0.01), and the CTS-R injury scale (t[70]
= 3.06, p < 0.01). It should be noted that with SES included in the regression models, race
continued to predict AX-1 scores, trait shame and guilt, frequency of self-injurious
behaviors, and externalizing behavior. Consequently, SES was only a partial mediator of the
relationship between race and externalizing symptoms.

Supplementary Data Analyses

Given the associations between substance use and suicidal behavior in cluster B personality
disorders (Soloff, 2005) and substance use and interpersonal violence (Hoaken and Stewart,
2003), we also tested whether a DSM-1V lifetime diagnosis of alcohol and drug abuse or
dependence mediates the relationship between race and internalizing and externalizing
symptoms. The presence of a substance use disorder did mediate the association between
race and a) AX-I scores (t[81] = 2.45, p < 0.02), b) trait shame and guilt (t{[81] =2.72, p<
0.01), and c) the frequency of self-injurious behavior (t[81] = 2.43, p < 0.02) but not the d)
number of suicide attempts (t[81] = 0.01, p > 0.90). A lifetime substance use disorder
mediated the relationship between race and a) AX-O scores (t[81] = 2.73, p < 0.01), b) trait
anger (t[81] = 2.47, p < 0.02), c) aggressive behavior assessed with the MACVI (t[81] =
2.80, p<0.01), and d) aggression directed at romantic partners measured with the CTS-R
physical assault scale (t[70] = 2.89, p < 0.01) and the CTS-R injury scale (t[70] = 2.69, p <
0.01). It did not mediate the association between race and CTS-R psychological aggression
(t[70] = 1.75, p > 0.10). With substance use disorder included in the regression models, race
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continued to predict anger-in, trait shame and guilt, frequency of self-injurious behavior,
anger-out, trait anger, and aggressive behaviors. Therefore, a lifetime substance use disorder
was only a partial mediator of the relationship between race and the variables examined.

DISCUSSION

This is the first study to identify differences between white and African-American women
with BPD in the United States. Consistent with previous studies examining internalizing
symptoms in different American populations (Gollust et al., 2008; Gratz, 2006; Guertin et
al., 2001; Jones, 1986), the white women reported more frequent suicide attempts and self-
injurious behaviors than the African-American women. They also endorsed higher levels of
anger experienced but not expressed and higher levels of trait shame and guilt. Conversely,
the African-American women reported higher scores on the STAXIYanger out scale,
indicating that they are more likely to express angry feelings in verbally or physically
aggressive behaviors, and on the MACVI, suggesting that they exhibit a greater frequency of
aggressive behaviors. In addition, the African-American women endorsed higher scores on
the CTS-R, a measure that captures aggression in the context of intimate partner
relationships. They reported higher frequencies of psychological aggression, physical
assault, and aggressive behaviors that lead to injuries in their partners. In summary, the first
two hypotheses about potential differences in the phenomenology of BPD were confirmed:
the white women with BPD demonstrated higher levels of internalizing symptoms, whereas
the African-American women with BPD showed higher levels of externalizing symptoms.

Comparisons of axis | and Il diagnostic indicators between the white and African-American
women with BPD yielded results compatible with those generated by measures capturing
internalizing and externalizing symptoms. The African-American women were more likely
to receive a lifetime diagnosis of drug abuse and/or dependence on the SCID-1 and to show
higher levels of antisocial and narcissistic personality disorder traits on the SIDP-V. On the
6-point BPD scale of Clarkin et al., the white women endorsed more severe suicidal
behaviors, whereas the African-American women reported a more severe lack of anger
control. It is important to note that the African-American women were themselves more
likely to be exposed to more severe levels of violence on the MACVI and on the CTS-R
physical aggression and injury scales. The higher levels of externalizing symptoms among
the African-American women with BPD documented in this study are consistent with an
extensive body of literature suggesting that African-Americans are both more likely to be
exposed to violence and to commit violence (Hawkins et al., 1998; Reiss and Roth, 1993;
Sampson et al., 2005).

Although the entire study sample consisted of predominantly low-income women, the
African-American women were even more disadvantaged in terms of having a lower SES,
although they were not significantly less likely to be employed than were the white women.
Consistent with the third hypothesis, SES partially mediated the relationship between race
and internalizing and externalizing symptoms—with the exception of race and suicide
attempts. With SES included in the regression models, race continued to predict
externalizing symptoms in all cases. Thus, factors other than SES must also account for the
association between race and externalizing/internalizing symptoms. The fact that low SES is
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associated with anger and aggressive behaviors should not come as a surprise. The results of
several studies suggest that individuals living in urban inner-city areas, especially ethnic/
racial minorities, are particularly vulnerable to higher rates of poverty, violence, and
availability of street drugs (Avants et al., 2003; Ensminger et al., 1997; Miller and Neaigus,
2002). Studies also consistently show that the prevalence of intimate partner violence is
higher among African-American women than among non-Hispanic whites (Cunradi et al.,
2002; Rennison and Welchans, 2000; Sorenson et al., 1996; Tjaden and Thoennes, 2000)
and that much of this disparity can be attributed to economic factors (Rennison and Planty,
2003).

Anderson’s (1994, 1999) “code of the streets” is one of several theoretical approaches used
to explain the relationship between race/ethnicity and violence. Based on ethnographic work
in inner-city, African-American neighborhoods, Anderson’s theory proposes that
detrimental social conditions characterized by discrimination, concentrated poverty,
isolation, and broken families associated with inner cities have led to the development of a
subculture emphasizing violence, respect, and retaliation. This subculture—dubbed “the
code of the streets”—is offered as a primary explanation for inner-city African-Americans’
disproportionate involvement in violence. There certainly are a multitude of alternative
explanations for the complex association between race and externalizing symptoms.
However, a thorough review and discussion of alternative theories that include not only
psychosocial but also biological and genetic variables are beyond the scope of this work.

African-Americans’ higher rates of drug abuse and dependence may, in part, also explain
their higher rates of ASPD symptoms. The DSM-1V guidelines clearly state that personality
disorder traits should be endorsed by clinicians only if these are not better accounted for by
the presence of an Axis | disorder. In reality, drug abuse and antisocial traits are inextricably
intertwined, especially in poor populations. That is, low-income women who support a drug
habit have few legal means to do so. Instead, they often resort to unlawful and dangerous
behaviors to purchase drugs, such as selling drugs and sex trading (Miller and Neaigus,
2002), making it likely that they exhibit more severe DSM-1V ASPD traits than those of
women without a drug abuse diagnosis.

Because drug abuse and interpersonal aggression are strongly related in the literature,
supplementary analyses were conducted to examine whether a DSM-IV diagnosis of drug
abuse and/or dependence mediated the relationship between race and externalizing
symptoms. As expected, a drug use diagnosis mediated the association between race and all
four externalizing symptom measures, except for the CTS-R psychological aggression scale.
However, with drug use diagnosis included in the regression model, race continued to
predict higher scores on all four externalizing measures. Therefore, drug use emerged only
as a partial mediator of the relationship between race and externalizing symptoms.

Several limitations of this study need to be addressed. All participants were recruited from
the same tertiary care clinic (affiliated with a major medical university), and no systematic
recruitment strategy was applied to ensure that the resulting patient population is
representative of the clinic population. Consequently, the present findings may not
generalize to other study populations (e.g., women seeking treatment of substance use
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disorders). In part, because BPD is associated with considerable impairment of functioning,
the study sample included primarily women of low SES. On the positive side, the fact that
SES did emerge as a partial mediator of the association between race and externalizing
symptoms supports the robustness of the present findings. Hollingshead’s four-factor index
of social status (which takes only education and job status into account) is a crude measure
of social class. Future investigations should use more sophisticated indices of SES and
measures of social stability to be able to identify the key variables that predict internalizing
versus externalizing symptoms (e.g., income, neighborhood characteristics, incarcerations,
residential instability). It is impossible to conclude with cross-sectional data whether race
and SES directly contribute to different symptoms in each group or whether different
symptoms develop and then interact with SES to present differently in these groups. For
example, the African-American group may experience more invalidation in response to their
anger expression, potentially leading to even more elevated anger responses in that group of
women. To our knowledge, the present study includes the largest sample of African-
American women with BPD published to date. Nonetheless, it would be desirable to
investigate whether the present results can be replicated in larger samples.

With these caveats in mind, the racial differences in internalizing and externalizing
symptoms identified in this work have significant clinical implications. Repeated suicide
attempts and self-injurious behaviors are hallmark symptoms of BPD that lead to frequent
psychiatric hospitalizations and lengthy outpatient treatments (Linehan and Heard, 1999).
Consequently, the absence of these symptoms may prompt clinicians to miss a diagnosis of
BPD in individuals who primarily present with symptoms of aggression directed at others
versus the self. Although the participants’ previous psychiatric diagnoses were not recorded
systematically in this study, informal observations indicate that most of the African-
American women with BPD had received a diagnosis of bipolar | disorder rather than BPD.
As Gunderson et al. (2006) pointed out, this can have at least two detrimental effects. First,
the bipolar diagnosis encourages clinicians and patients to rely more heavily on medication
treatments alone. The modest improvements that typically occur with medication treatment
can, in turn, lead to polypharmacy and a growing sense of hopelessness among patients with
BPD and their clinicians. Second, omitting the BPD diagnosis can divert efforts away from
psychosocial treatments that address key BPD symptoms, most importantly disturbed
interpersonal relationships. Indeed, it is generally accepted that medications are perhaps
necessary but not sufficient for achieving change in BPD. Psychotherapeutic interventions
are needed for clinically meaningful and lasting improvement to occur.
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Demographic Characteristics of the White and African-American Patients With BPD
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WhiteWomen (n=41) African-American Women (n=42) Test Statistic ~ df p?
Age 30.02 (8.34) 33.67 (8.77) 1.94 181 0.056
SESb 37.89 (11.04) 29.91 (12.92) 3.02 181 003"
% % Ve df p

Marital status

Married 17.07 4.76

Divorced/separated 17.07 19.05

Never married 65.85 76.19 3.26 2 0.20
Education

HS or lower 17.01 57.14

Some college 58.54 23.81

College/university 24.39 19.05 15.30 2 <p.001"
Employment

Not employed 68.29 69.05

Employed 31.71 30.95 0.01 1 0.94
Income

<$4,999 34.15 59.52

$5,000-$14,999 46.34 28.57

>$15,000 19.51 11.91 5.36 2 0.068

HS indicates high school.

aBonferroni-corrected significance level is p < 0.05/10 = 0.005.

bFour-factor index of social status (Hollingshead, 1975).

p < 0.005.
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Comparison of DSM-IV BPD Criteria in the White and African-American Women With BPD

TABLE 2

BPD Criterion® WhiteWomen (n =40) African-American Women (n = 41) t df D b
Avoidance of abandonment 4.23 (1.35) 4.22 (1.42) 002 79 0.99
Unstable relationships 4.08 (1.19) 4.41 (1.14) 132 79 0.19
Identity disturbance 2.48 (1.34) 1.85(0.82) 251 645 0.015
Impulsivity 3.83(1.32) 4.10 (1.63) 0.83 79 0.27
Suicidal behavior 4.00 (1.54) 2.90 (1.79) 296 79 0.004*
Affective instability 3.93 (1.12) 4.32 (0.99) 168 79 0.10
Chronic emptiness 3.75 (1.60) 3.68 (1.56) 019 79 0.85
Inappropriate anger 3.55 (1.65) 5.07 (1.44) 443 77 001"
Paranoid ideation and/or dissociation 2.25(1.03) 2.46 (0.90) 099 79 0.21
Mean symptom score 3.57 (0.61) 3.67 (0.46) 085 72 0.40

aRated using the expanded BPD scale of Clarkin et al. (1993), with scores ranging from 1 to 6.

bBonferroni-corrected significance level is p < 0.05/10 = 0.005.

*
p < 0.005.
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TABLE 3
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Comparison of Psychiatric Symptoms Between the White and African-American Patients With BPD

White Women (n =

African-American

1) Women (n = 42) t pa B 95% Confidence Interval
Internalizing symptoms
STAXIY-anger in® 23.20 (5.51) 17.91 (4.57) 471 goo* 048 -7.6510 -3.11
Trait shamec 51.83 (11.77) 43.52 (15.98) 2.75 0.007 -0.30 —15.04 to -2.40
No. suicide attempts® 456 (3.87) 141 (1.34) 492 <goo1* 049 -1.36 t0 0.58
Self-injury® 9.28 (6.25) 4.48 (4.25) 344  gg01* -0.34 -6.15t0 1.64
Externalizing symptoms
STAXIY-anger out® 17.76 (6.82) 25.64 (6.71) 506 <goo1* 050 4.69t0 10.76
Trait angerf 26.27 (7.54) 30.55 (7.84) 2.56 0.012 0.28 0.99to 7.90
MACvIY 8.15 (8.96) 19.23 (10.34) 515 <goo1* 052 7.02 10 15.86
CTSh'i
Psychological aggression 21.74 (8.61) 33.03 (9.76) 506 <ggo1* 053 6.87 to 15.80
Physical assault 6.61 (8.82) 25.38 (12.69) 725 goo1t 067 13.85 t0 24.37
CTSh'i
Injury 1.61 (3.12) 7.35 (4.38) 644 <0go1*  0.63 4.07t07.72

Analyses were conducted using hierarchical linear regression models with age included as a control variable at the first step. White was coded “0”
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and African-American was coded “1.” The African-American women were exposed to more severe levels of physical aggression on the MACVI (t
=5.40, p<0.001, B = 0.54), the CTS-R physical aggression scale (t = 5.74, p < 0.001, § = 0.58), and the CTS-R injury scale (t = 4.29, p < 0.001,
= 0.47) but not psychological aggression on the CTS-R (t = 1.55, p = 0.13, = 0.19).

aBonferroni-corrected significance level is p < 0.05/10 = 0.005.

bSTAXI (Spielberger, 1999).

CShame and Guilt Scale (Marshall et al., 1994).

dSuicide attempts were categorized according to whether they met criteria for a suicide attempt following definitions provided by the Suicide
Attempt Self-Injury Interview (Linehan et al., 2001, 2006). Depicted are the lifetime number of suicide attempts. This variable was normalized by
taking the square root. Analyses were conducted with transformed values.

®PHI (Linehan et al., 2001, 2006).

fo . A .

Spielberger’s Trait Anger Inventory (Spielberger, 1999).

gMACVI (Monahan et al., 2001).
hCTS—R (Straus et al., 1996).

'Because the CTS was administered only to the participants who had been in a romantic relationship for 2.5 years of the previous 5 years,
comparisons were conducted on 38 white and 34 African-American women.

*
p < 0.005.
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