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Abstract of Dissertation

Borderline Personality Disorder: The Father’s Role in Asian Americans

Borderline Personality Disorder has been widely studied throughout the years, but
research surrounding ethnic minorities and fathers is minimal. This mixed methods study, which
has a qualitative foundation, aims to explore and better understand the role fathers play in the
development of BPD symptoms in their adult children. The study consists of a total of 12
participants who exhibit BPD symptoms, eight females and four males. Each participant
completed three assessments, the ECR-RS, ACE, and PMR. These assessments helped to address
the secondary research questions: 1) What is the attachment style of an adult child with BPD
symptoms to their father? 2) What is the attachment style of an adult child with BPD symptoms
to their mother? 3) What level of exposure to potentially traumatic events (PTE) does an adult
child with BPD symptoms have within the first 18 years of their life? In addition, they
participated in one semi-structured interview where their childhood, father-child relationship,
and family history were discussed. The interview addressed the primary research question: What
is the father's role in shaping the development of BPD symptoms among their Asian American
children? The researcher analyzed the data and found 10 themes and additional subthemes that
help to build theory around BPD etiology when examining the father-child relationship. The
results from the quantitative portion of the study help to support the existing literature about the
type of trauma individuals with BPD are exposed to and the type of attachment style that is
commonly found in this population. However, it also revealed that some participants had a
secure attachment style to their mother, while having an insecure attachment style to their father.

Limitations and implications for further research and clinical practice is also discussed.
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Chapter 1: Introduction

Overview

Borderline personality disorder (BPD) has gained the reputation of being one of
the most complex, misunderstood, and stigmatized psychological disorders. What makes
it incredibly multifaceted is the number of different contributing factors and the
numerous origins that could explain its etiology such as biological and environmental
elements and trauma. With decades of research studying this diagnosis, there is still much
to be learned and discovered about BPD especially among minority populations such as
the Asian American communities. BPD’s unique characteristics include instability in
relationships, emotional dysregulation, self-harming behaviors and suicidality, lack of
self-concept, and most importantly, the fear of being abandoned (American Psychiatric
Association, 2013). These markers make BPD multidimensional and call for more
attention to areas that have not been thoroughly studied such as parental gender

differences among different ethnicities.

Statement of the Problem

To date, much of the research on the origins of BPD has been shown to be related
to parent-child relationships and attachment, predominantly among White populations.
There are several factors that seem to have an impact on its development. Research
shows that there is an interplay between genetics and environment (Catali et al., 2013;
Cattane et al., 2017; Fonagy et al., 2011; Lis et al., 2006). These individuals are also
found to be at a social disadvantage, feeling isolated and unsupported by their peers and
family members (Beeney et al., 2016; Flasbeck et al., 2017; Hulbert et al., 2011), with the
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absence of emotional support contributing to feelings of abandonment that people with
BPD often experience. Furthermore, parents with BPD also experience parenthood and
support from their communities differently than those without BPD (Chlebowski, 2013;
Crittenden & Newman, 2010; Knafo et al., 2018; Lumsden et al., 2018). Additionally,
there has been growing evidence on how unstable and inconsistent love and care from a
mother can negatively impact a child (Fatimah et al., 2019; Godbout et al., 2019). With
caregivers and parents being the first people a child connects with in infancy, it
essentially creates a framework for that child on how to approach and operate
relationships throughout their lives. Consequently, when the mother-child relationship is
disrupted, it could potentially lead to issues with attachment and relationships, emotional
dysregulation, and other symptoms similar to or indicative of BPD. The disruption in
attachment can be described or experienced as traumatic, contributing to insecure
attachment styles. However, with the many layers to BPD etiology, there seems to be an
imbalance of research and understanding of who can influence the development of this

disorder and whether these processes are invariant across other ethnic populations.

In reviewing the literature, the existing research predominantly focuses on the
mothers and the attachment styles that individuals with BPD have in White communities.
A significant part of the research relating to the relationship between the adult child with
BPD and their parent in the Asian American community is missing and could help
provide a clearer understanding of how both Asian mothers and fathers can contribute to
their child’s symptoms. This hypothesis is supported by the collectivist worldview which
is known to characterize Asian populations (Wang, 2021), meaning that it is the family

unit as a whole and not the individual parents creating attachments in their children.



Learning more about how both parents’ roles can impact their child, more specifically the
father’s role, can possibly give families and future generations a chance to better
understand how it affects the entire family and social systems, and how it can initiate

earlier intervention and more effective management of symptoms.

The two theories this dissertation study utilizes are attachment theory (Ainsworth,
1972; Bowlby, 1969) and Linechan’s biosocial theory (Linehan, 1993). It serves as a basis
for understanding the participants and their stories while using attachment and trauma
assessments to explore the biopsychosocial aspects of this disorder as it relates to their
relationship with their fathers through a more multiculturally sensitive lens. These two
theories are crucial constructs to this study because they provide the conceptual
framework for understanding how biological, social, environmental factors, as well as
parent-child relationships play a part in how this disorder is developed. Linehan’s
biosocial theory explains that there are certain biological and environmental factors that
contribute to the development of BPD such as family history, experiences with abuse and
neglect, and the parent-child relationship. Attachment theory is a natural complement to
Linehan’s theory as it explains how the experiences in the parent-child relationship can
impact the development of attachment and the consequences in future relationships. Both
theories together help to gather a more comprehensive view of an individual with BPD to
better understand the factors that may have influenced the disorder’s etiology. Together
they incorporate biology, psychology, and social factors that may shape the development
of BPD. While it is known how significant the mother’s impact is, this study will
examine more in depth the influence of the father’s presence on a child’s life and the

child’s development of BPD symptoms in Asian Americans.



Research Questions

The primary question that guides this study is: (1) What is the father's role in
shaping the development of BPD symptoms among their Asian American children?
Secondary questions include: (2) What is the attachment style of an adult child with BPD
symptoms to their father? (3) What is the attachment style of an adult child with BPD
symptoms to their mother? (4) What level of exposure to potentially traumatic events

(PTE) does an adult child with BPD symptoms have within the first 18 years of their life?

Statement of Potential Significance

With a more comprehensive view of this disorder, it is the researcher’s hope that
this additional understanding will not only give people with BPD more clarity about their
diagnosis, but also contribute to the mental health field as a whole. The goal is to
contribute to how mental health professionals approach treatment, how researchers will
expand subsequent studies on BPD, and how earlier interventions based on attachment
repair can be used for prevention and management of personality disorder symptoms in

future generations.

Due to the complexity of this disorder, people with BPD tend to have a high
service utilization that includes emergency room and inpatient stays, partial
hospitalization and outpatient programs, medication, and other psychological treatment
(Meuldijk et al., 2017; Wagner et al., 2021). Not only is there a need for extensive and
multi-level care, but there also appears to be a shortage of mental health professionals
who specialize in BPD (lliakis et al., 2019). Iliakis and colleagues (2019) assessed the

supply and demand for BPD- trained clinicians and the training requirements needed for



BPD specialization per year. Out of the published articles between 2010 and 2019 that
were analyzed, only 22 countries were included in this study due to having public data on
certification for two or more evidenced-based BPD therapies. They found that the
number of specialized clinicians would not be sufficient to meet the demand for BPD
treatment. Even in Norway, which was found to have one of the most adequate supplies
of BPD mental health professionals, clinicians would need to work 61 to 103 hours every

week per clinician to meet BPD treatment demands in one year (Iliakis et al., 2019).

Additionally, there is a significant economic burden for individuals with BPD and
even their families. In a sample of 2,756 participants with BPD with spouses, it was
found that this cohort’s cost for mental healthcare was more than 16 times higher than the
control group (Hastrup et al., 2019). The discrepancy between needs and access is
indicative of how much more attention and care is necessary for this population. This
dissertation study has implications for what is still needed to be understood about BPD,
Asian American’s with BPD, what association the fathers have with the etiology, and
allow for mental health professionals to critically reflect on how this population needs to

be better served through attachment-focused interventions.

Definition of Key Terms

The following contains definitions for key terms used in this study that are

necessary for clarity and understanding:

Attachment: An aspect of the parent-child relationship that involves helping the
child feel safe, secure, and taken care of. It is the emotional bond between caregiver and

child and how a child’s needs are met (Bowlby, 1982).



Attachment style: This describes the four attachment styles: secure, anxious,

avoidant, and disorganized.

Biological factors: Those components regarding genetics, hereditary, neurological
and cranial structural differences that have been found among the BPD population in
prior research (Catali et al., 2013; Cattane et al., 2017; Fonagy et al., 2011; Goodman et

al., 2008; Lis et al., 2006).

Caregiver environmental factors: The environment in which the parent(s) and

child interacted in the child’s childhood. This includes exposure to trauma.

Insecure attachment: This refers to anxious, avoidant, or disorganized attachment

styles.

Parent-child relationship: Parenting styles and parent-child attachment and

relationship.

Social factors: This factor describes interpersonal relationships and how support
from others is perceived. It also includes interpersonal skills such as evaluating and

responding to other’s needs and emotions.



Chapter 2: Literature Review

Personality disorders like BPD consist of persistent traits and patterns related to
cognition, affect, as well as relating to others and their environment. This chapter
presents the current state of the literature regarding BPD and the several factors that have
been shown to greatly contribute to its etiology and the two theories that support the
different perspectives of how BPD emerges. The research gap in examining the father’s
role, more specifically in Asian Americans with BPD is also highlighted. BPD is not
simply a mental health disorder that is biologically inherited, but more so a combination
of biological vulnerabilities and repeated trauma to a person’s ability to attach securely

and create safe, healthy, meaningful relationships.

The purpose of this chapter is to evaluate and synthesize the existing literature
relevant to BPD in order to explore what is currently known about this disorder, highlight
the gaps in the literature, and the theoretical foundations that shape this dissertation
study. This chapter reviews the biological, social, and environmental factors that have
been found to contribute to BPD development, and describes attachment theory and

Linehan’s biosocial theory which is used as a framework for this research.

Diagnostic Features of BPD

For this study, it is important to first be familiar with the BPD’s diagnostic
features. The Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-
5) states BPD constitutes at least five of the following symptoms: frantic efforts to avoid
abandonment, chronic unstable interpersonal relationships and splitting, unstable self-
identity, persistent suicidal ideation or self-harm, mood instability, feelings of emptiness,

anger, stress-related paranoia or dissociation, and impulsive behaviors. Impulsivity in
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BPD is described as fixed and maladaptive due to experiences, environment, and
hereditary factors, which cause a significant impairment in functioning (American
Psychiatric Association, 2013). Impulsive behaviors tend to be activated when the
perception of abandonment is triggered. When abandonment is perceived, individuals
with BPD may engage in impulsive, self-harming or self-mutilating behaviors as part of
the frantic efforts to avoid or prevent being alone. This occurs because being left or being
alone implies the individual is bad or unlovable (American Psychiatric Association,

2013).

Being one of the hallmarks of BPD, the fear of abandonment also greatly impacts
interpersonal relationships, where others are often seen as either idealized or devalued.
People with BPD have the tendency to be nurturing and supportive towards others while
holding the expectations that others will reciprocate on demand. This helps to create the
perception that their fear of abandonment will be alleviated. However, when others do
not meet the expectations, there is a dramatic switch between being idealized and

devalued (American Psychiatric Association, 2013).

Prevalence

BPD affects approximately 1.6% of the general U.S. population and individuals
with BPD can be found in a variety of settings such as inpatient, outpatient, and primary
care settings (American Psychiatric Association, 2013). The prevalence is approximately
6% in primary care settings, 10% in outpatient settings, and 20% in inpatient hospitals.
While both males and females can be affected equally, 75% of the people diagnosed with
BPD are female, and males are often misdiagnosed with PTSD or mood disorders

(American Psychiatric Association, 2013). While it is not clearly known, it can be
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speculated that the disproportionate number of females being diagnosed with BPD may
be due to the difference in symptom presentation between males and females (Banzhaf et
al., 2012; Johnson et al., 2003). While there are no significant gender differences in BPD,
women are more likely to seek treatment than men which could account for the higher
rate of BPD diagnosis in females as well (Sansone & Sansone, 2011). Examining the
literature, majority of the BPD studies include predominantly female participants, which
could also contribute to the disproportion of statistics on gender prevalence (Sansone &

Sansone, 2011).

Ethnic differences are also present in BPD diagnosis (Tomko et al., 2014).
Among ethnic minorities, BPD prevalence was found to be higher in Black (3.5%) and
Native American (5.0%) populations. Asian Americans had significantly lower rates of
1.2% of the U.S. population with BPD. However, despite the presence of Asian
Americans with BPD, research on this community is scarce. This study takes what is
known about the etiological factors and offers an extension to examine Asian fathers and

their relationship to BPD.

Theoretical Constructs

There appear to be four major factors that may contribute to BPD development:
biological, social, caregiver environment, and parent-child relationships. To encompass
these four parts, there are two theoretical constructs that have been identified from the
literature, and that serve as a framework for this study. Linehan’s biosocial theory (1993)
and attachment theory (Ainsworth, 1972; Bowlby, 1969) offer significant insight that
allows this study to explore all the challenges people with BPD had to endure and

continue to endure throughout their lives. Linehan’s Biosocial Theory (1993) helps to
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make sense of the often misunderstood and misinterpreted symptoms of BPD and how
they originate such as the environmental contributors of emotional dysregulation. The
theory also addresses the family history of those with BPD, which is supported by the
attachment theory and its explanation into the significance of parent-child bonds.
Attachment theory provides an explanation of how attachment is formed and how it
creates a foundation for how future attachments are formed throughout the life span. This
theory complements Linehan’s biosocial theory as it helps to conceptualize the different

factors that contribute to BPD development, including the parent-child relationship.

Linehan’s Biosocial Theory

Linehan’s Biosocial Theory (1993) states that BPD is a disorder that results from
biological predispositions and environmental factors that cause emotional dysregulation,
one of the key markers of BPD. Individuals with BPD struggle with emotional regulation
in forms of increased emotional sensitivity, difficulty regulating strong emotional
responses, and trouble returning to emotional equilibrium (Linehan, 1993; Southward &
Cheavens, 2019). Even at the age of five, children with BPD characteristics exhibited
high levels of impulsivity, emotional and behavioral issues, and low cognitive function
when they were studied from birth to 12 years old (Belsky et al., 2012). The
dysregulation often not only impacts the individual with BPD, but also their relationships,

creating conflict and chaos in the dynamic.

While Linehan’s theory originally developed to help guide BPD treatment by
providing an understanding of how emotions and behaviors interact with each other,
particularly among those in invalidating environments, the theory was extended as more

etiological research grew over the years (Crowell et al., 2009; Lee et al., 2023). Early

10



biological factors such as impulsivity and emotional sensitivity have been proposed to
affect an individual’s temperament in childhood. Temperament has been indicated to
impact environment and escalate the emotional lability and strong emotional responses
between parent and child along with those biological vulnerabilities that deal with mood
and emotion regulation, which is reinforced by the invalidating environment the child is
in. In turn, thought processes and behaviors are negatively impacted, which puts an
individual at a higher risk of developing BPD (Crowell et al., 2009). Within the existing
research on temperament and BPD, it appears that children with fewer BPD symptoms
have strong emotional regulation skills and less lability, and had parents who measured

high in support and supportive reaction (Dixon-Gordon et al., 2020).

The biological vulnerabilities are often referred to as sensitivity and reactivity to
stimuli, and the environmental factors are characterized by invalidation, abuse, and
neglect of basic needs, both physical and psychological. Invalidation and being
repeatedly exposed to an invalidating environment are also seen to be crucial components
of what is found in the literature (Musser et al., 2018). As a result, this type of trauma
creates maladaptive coping strategies, emotional sensitivity to others and self, and self-
destructive behaviors (Crowell et al., 2009; Linehan, 1993; Lynch et al., 2006). Over
time, the cycle of these maladaptive behaviors and ways of thinking continues since these
transactions between vulnerabilities and unstable environment serve as an internal
working model for the individual (Critchfield et al., 2008). This theory allows for the
participants to be seen through a multicultural lens as the Asian American culture is more

heavily accounted for in this study.
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In the present study, Linehan’s biosocial theory (1993) is applied to understand
the participants’ experiences, history and background, as well as their relationships with
each of their parents. This is supported by the integrative approach that is needed to build
resilience in family systems (Marotta, 2002). By seeing families as a macrosystem, one is
“widening the lens” to see how family culture, social culture, external factors, and
intergenerational experiences affect a person’s identity, their desire and need to belong,
and ability to attach inside and outside their family (Marotta, 2002). The theory provides
a more holistic view of what creates Borderline symptomology, which is what this study

is adding to the existing literature.

With the amount of research related to biological, social, caregiver environment,
and the mother’s role in predominantly white populations, this study examined the
biological, social, caregiver environment, and the father’s role in ethnic minority
populations. The environmental and biological components of Linehan’s theory helped to
understand family history and the participant’s upbringing in relation to the development

of their BPD symptomology.

Biological factors

Throughout the years, research on BPD has grown significantly, but the
complexity of this disorder leaves the research with gaps, not having a clear answer to
explain how and why this disorder exists. In a literature review of 49 articles written
between 1980 and 2006, BPD has been shown to have impacts on the human brain (Lis et
al., 2006). Different studies such as positron emission tomography (PET) and magnetic
resonance imaging (MRI) studies, have revealed several different pieces of information

about brain activity and structural changes in the brain for individuals with BPD. In
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individuals with BPD, the frontal lobe, hippocampus, and amygdala were shown to be
16% smaller than individuals without BPD, as well as reduced volume in brain areas
responsible for emotions, rational thought, regulation, and decision-making, which may
speak to the emotional dysregulation that is often seen in this population. Additionally,
PET scans demonstrated a difference in brain activation levels (Lis et al., 2006). With
increases in activation levels and structural changes in the brain that affect mentalization
and decision-making, those with BPD are at a disadvantage, not being able to be at full

capacity to regulate emotions and respond appropriately to perceived stress.

A phenomenological approach to understanding BPD provides insight to further
understand the biological components of BPD development. With specific parts of the
brain being negatively affected, impulsivity, aggression, affective instability, and
cognitive disorganization are all areas that suffer impairment (Goodman et al., 2008). The
specific activated areas that lead to impulsivity, affective instability, and cognitive
disorganization could make up a BPD “signature.” This suggests that the difficulties in
interpersonal relationships may arise through these changes in brain structure and
function, though this remains to be tested. Some even argue that neurological systems
that play a significant role in bond-forming and connection are negatively affected and
result in impairment in processing emotional and social behaviors (Fonagy et al., 2011).
The Hypothalamic-Pituitary-Adrenal (HPA) axis also showed differences between those
with BPD and those without BPD; the HPA is responsible for mediating the response to
stress in the body (Cattane et al., 2017). Much of this research explores how parents with
BPD may interact with people in their lives, specifically their children. Fonagy et al.,

(2011) suggest that these affected areas in the brain could affect how mothers respond to
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their children. Therefore, poor interactions between parent and child could affect the
child-parent relationship, attachment, and development, similar to what has been found
across individuals with BPD in more quantitative studies. There seem to be a strong
biological and neurological influence on the disturbances that people with BPD

experience relating to emotional dysregulation and the ability to form connections.

Genetic markers are also said to be an influential factor in the development of
BPD, indicating heritability of BPD among parents and offspring. In a systematic review
and meta-analysis, Catali and colleagues (2013) found family members shared diagnoses,
where 11% of individuals diagnosed with BPD had an immediate family member, such as
a parent, with the same diagnosis. In another literature review of twin studies, 35% of
identical twins and 7% of fraternal twins shared the BPD diagnosis (Torgersen, 2000).
While research on the biological underpinnings of BPD is fairly new and debatable, it is
important to acknowledge the complexities of this disorder and how biology plays a role
in its etiology. In addition to the biological variables described here, social factors have

also been studied.

Social Factors

BPD symptoms also negatively impact interpersonal relationships. More
specifically, Asian immigrant parents may be positively and negatively impacted by
social support (Yoon et al., 2021). While social support was not found to mitigate the
negative effects of parenting stress on child maltreatment risks, both parenting stress and
the lack of social support were risk factors for child maltreatment in Asian immigrants in
the United States. It is important to consider a different interpretation of social support

that is more culturally appropriate to Asians and Asian Americans because individuals
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with BPD were found to be disadvantaged from a social standpoint. A lack of social
support from the individual’s environment appears to be a common theme among this
population (Flasbeck et al., 2017). Forty-six females with BPD were compared to the
control group on empathic abilities in social interactions and childhood trauma through a
self-report questionnaire. Their investigation found that those with BPD viewed social
interactions differently from people without BPD, viewing psychological and physical
pain to be indistinguishable when they were asked to judge stimuli from their own points
of view (Flasbeck et al., 2017). Not only do people with BPD report having few social
support systems in their lives, but they also report having more negative interactions and
less experiences of overall closeness, trust, and advice from their social circles (Beeney et
al., 2016; Flasbeck et al., 2017). In other words, these individuals feel differently and

isolated in their social and familial supports (Hulbert et al., 2011).

Support in motherhood also seems to be impacted. To investigate the confidence
Asian women feel about child rearing, 210 Japanese and 132 Vietnamese mothers were
asked to complete surveys about their experiences and confidence in child rearing (Goto
et al., 2008). Sixty-seven percent of Japanese mothers and 65% of Vietnamese mothers
did not feel confident in their child rearing skills and even reported fewer positive
emotions such as happiness and relaxation with their children compared to the control
group. It is known that an insecure attachment between mother and child is a common
aspect of those diagnosed with BPD (Goto et al., 2008). Mothers who are less attached to
their children and feel they do not have adequate support can impact the parent-child

attachment, thus affecting BPD development. The crucial need to connect, be loved and
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supported by others is difficult to attain due to that lack of trust. The inability to tolerate

closeness to others could be explained by the fear of abandonment that is seen in BPD.

Mothers with BPD were also found to have a more heightened response to danger
or stress and recalled more negative experiences than those without BPD (Crittenden &
Newman, 2010). Thirty-two Australian mothers with infants ranging from three to thirty-
six months old participated in this study to evaluate the mothers’ state of arousal in
relation to their attachment to their children, the mothers’ experiences and perceptions of
their histories with dangerous events, and the mothers’ use of self-protection strategies.
Mothers with BPD remembered over five times more experiences with abuse and neglect
and other forms of danger than mothers without BPD. Perceptions of danger experiences
differed compared to others without BPD. Flasbeck et al. (2017) found that patients with
BPD experience perceived painful situations, such as psychological or physical pain,
more painful than the control group. When considering all these factors and how social
support is limited in their lives, the idea of how parents interact and attend to their
children seems worthy of investigation. A heightened state of arousal not only makes it
difficult for mothers to evaluate their own state of mind, but also their children’s
(Crittenden & Newman, 2010). It is important to not judge mothers with BPD for what
they are not doing for their children, but to focus on limitations and disadvantages they
may have that make them incapable of properly tending to their offspring. For example,
post-partum depression (PPD) has been shown to significantly affect mothers and their
ability to connect with their children (Chen et al., 2005). Twenty-three women were
interviewed on one to three occasions, completing the Beck Depression Inventory (BDI)

before each interview in this grounded theory study. Among this sample of mothers
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struggling with postpartum depression, it was found that these women underwent 4 stages
of coping with feelings of loss of their identity. The four stages include “shattered role

99 ¢

identity,” “feeling trapped and breaking down,” “struggling for self-integrity,” and
“regaining vitality” (Chen et al., 2005). These stages are significant because mothers with
BPD often struggle with their identity and sense of self. This could affect the way they
parent their children in a way where a parent with depression is less likely to be attached

to their child. If a parent is struggling with their own mental health and this loss of self,

their way of parenting and attending to their child is compromised.

Mothers with BPD tend to have more trouble assessing their child’s needs and
managing difficult behaviors (Crittenden & Newman, 2010). In the case study by Knafo
and colleagues (2018), a mother with BPD describes feeling unequipped and unable to
manage her child’s aggressive behavior and fulfilling the child’s emotional needs due to
her own emotional instability. This is supported by Ainsworth’s attachment theory (1978)
that states a child looks to the mother or primary caregiver to be the secure homebase and
as an example to create their own internal working model for building attachment. When
a mother experiences emotional instability and is unable to attend to the child’s needs, the

child seems to also be unequipped and struggle to emotionally regulate.

In a series of two case studies, emotional awareness and even emotional imitation
appeared to be difficult because of the mother’s inability to clearly identify her own
feelings as well as express appropriate emotions back to her child (Chlebowski, 2013). In
the first case, a 24-year-old mother of two with an extensive history of abuse, neglect,
and abandonment has been diagnosed with bipolar disorder, posttraumatic stress disorder

(PTSD), dissociative identity disorder (DID), and BPD. The second case is an 18-year-
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old single mother of her three-month-old daughter with a family history of BPD. Both
mothers underwent weekly Dynamic Deconstructive Psychotherapy (DDP) to help them
connect to their past experiences, other people, and emotional processing. Mirroring is a
concept that needed to be learned and practiced because of the unfamiliarity with how to
attend to their children, who were seeking connection and attention from their mothers. In
another study, 108 Asian American mother-daughter dyads participated in a parent-child
program to test the efficacy of the program’s ability to decrease the daughters’ substance
use and modify risk and protective factors individually, socially, and within the family
(Fang et al., 2013). Those who underwent the program had higher levels of mother-
daughter closeness, communication, maternal monitoring, and family rules against
substance use. Close mother-daughter relationships or more secure attachments may
lower the chances of the child engaging in dangerous, risky behaviors that people with

BPD often engage in.

Similarly, in one of the few studies that examined father interactions, fathers with
BPD were reported to have difficulties with helping to regulate and manage their
children’s emotional responses (Lumsden et al., 2018). Eight fathers consisting of seven
White British and one biracial (White British and Asian) males, were asked in a semi-
structured interview to tell their stories about being a father with BPD and their
experiences parenting with this diagnosis. Three major themes emerged among the
fathers: “the transformative nature of becoming a father,” “being a dad means being
there,” and “challenges to ‘being there’.” While there were multiple similarities between
the fathers in this study and fathers without BPD, there was a strong desire to raise their

children differently from how their own fathers raised them and a sense of shame that
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revolved around their abilities, expectations of being a parent, and meeting their
children’s needs. Providing emotional support and guidance on how to navigate difficult
situations was at the forefront of these fathers’ minds. The research on the social factors
related to BPD calls attention to the influence the lack of support and positive interactions
has on parents cognitively forming deep and meaningful connections with their children

and how that affects the attachment to each other.

There seems to be a pattern where constant exposure to either perceived or real
abandonment or danger and not having support in their daily lives can lead to a skewed
perception of others around them. Haliczer et al. (2020) studied 173 college students, the
majority of whom were white females, who were assessed and found to have high levels
of BPD symptoms. They were asked to identify the most stressful events, uses of
dysfunctional emotion regulation strategies, and interpersonal conflict that involved
arguing or physically hurting others every day for two weeks. The results show an
association between more severe BPD symptomology and an increase in rumination,
avoidance, and conflict behaviors, affecting interpersonal relationships. A pattern is
apparent wherein perceived stressed, abandonment, and rejection in interpersonal
relationships not only leads to how the issues and emotions are dealt with, but also how
others are viewed. Unfortunately, these poor interactions can be indicative of how people
with BPD interact with their own children, potentially repeating a cycle of non-existent or
limited social support as these reactions continue to create distance between parent and
child and with others in their social circles. How each parent interacts with their child
needs more attention as this could better describe what type of caregiver environment a

child with BPD was exposed to growing up. As the present study delves deeper into the
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parent-child dynamics between father and child, attachment theory is another significant

and foundational component that is applied.

Attachment Theory

Attachment theory is a crucial aspect of this study’s theoretical framework since it
provides an understanding of development in respect to biological, environmental, social,
and psychological growth (Ainsworth, 1978; Bowlby, 1982). The theory began with the
child’s bond to the mother and what happens when disruption to that bond occurs. Then
the theory grew into specifically labeling an attachment figure in a child’s life as a secure
homebase from where the child can explore surroundings (Bretherton, 1992). The early
experiences a child has with a primary caregiver result in the development of attachment
styles, which are characterized by behavioral patterns, cognitions and beliefs, within
different relationships (Ainsworth, 1978). The nature of the parent-child relationship and
all the other contributing factors have demonstrated its effects on attachment type and the
repercussions of a child having an unstable homebase. Through the experiences between
child and parent, the child creates an internal representation of who they are and a model
for how they operate in future relationships (Bowlby, 1973). More specifically with
mothers, not only is it important for a mother to be a constant in a child’s life but it is also
important for the mother to attend to the child’s needs and demonstrate efforts to bond
(Van Rosmalen et al., 2016). This theory proposes that a child’s caregiver is the center of
the child’s world, and the bond is shaped by their interpersonal experiences with one
another, thus creating the child’s internal working models for attachment and
relationships going forward (Rholes & Simpson, 2004). Attachment insecurity can be a

response to constant invalidation and the disruption in a child’s life as well as trauma.
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When these relationships are not properly attended to or there is repeated exposure to this
type of toxicity, the child lives in a cycle of chaos and lack of emotional and

psychological safety.

One of the most significant markers of BPD is its intense efforts to avoid
abandonment, which Meyer and Pilkonis (2005) state to be extremely perplexing since an
individual does not have just one attachment-related goal. It could even be argued that
BPD symptoms are almost identical to anxious attachment style. Anxiously attached
adults can adopt the belief that others are unreliable and lack trust despite wanting care,
love, and attention (Karantzas et al., 2023). The goals and strategies for avoiding
abandonment will frequently fluctuate and switch, creating the dramatic, intense, ever-
changing waves of behaviors, reactions, and thoughts that are commonly seen in this
population. The connection between parent and child is the foundation of any relationship
and when drastically disrupted or interpersonal trauma occurs, it can serve as the model
for all subsequent relationships throughout that child’s life even throughout adulthood.
The parents’ attachment styles can, in turn, become a reflection of the child’s attachment

to their caregivers, peers, and future romantic partners (Thompson, 2021).

Traumatic Attachment and Complex Trauma

Research has indicated that there are overlaps and distinctions between BPD and
Complex Posttraumatic Stress Disorder (CPTSD; Atkinson et al., 2024; Cloitre et al.,
2020; Jowett et al., 2020; Kulkarni, 2007). Both BPD and CPTSD share characteristics
such as disruption to sense of self and self-organization, interpersonal relational issues,
and impairment to function and emotional regulation. While there are symptoms that are

shared between both disorders, there are also differences. In a systematic review of 11

21



articles that compare and contrast BPD and CPTSD symptoms, there were several
indications that distinguish BPD from CPTSD (Atkinson et al., 2024). Symptoms unique
to BPD were found to be impulsiveness, unstable sense of self, fear of abandonment,
unstable relationships, and temper outbursts. CPTSD was found to be more characterized
by intrusive memories and nightmares, chronic feelings of guilt and worthlessness,
thought avoidance related to the traumatic event, emotional numbing, negative or low
sense of self, and relationship avoidance. The distinction between BPD and CPTSD is
important to acknowledge because it highlights a link between the two, but also reveals a
gap in the literature about BPD symptoms and how it is related to the paternal
relationship with the adult child. For the purpose of this study, it is about understanding
the father’s portion of the complexity of BPD and how traumatic attachment plays a role,

which is explored in the parent-child relationship and caregiver environment influences.

Caregiver Environmental Factors

One of the first connections made by infants is with a parent or caregiver, so it is
important to consider how the caregiver environment relates to BPD development. Due to
cultural beliefs, children may be more susceptible to abuse and harsh parenting which
may lead to insecure attachments with parents that eventually serve as that internal model
for creating relationships into adulthood. Ling and Kwok (2017) examined the
relationship between resilience and risk factors on child abuse in 55 Chinese families.
They found that Chinese cultural parenting values impacted the influences of risk factors
on child abuse, and forgiveness mitigated the negative impact of child abuse. Parents’
own childhood abuse history was also found to increase the chances of marital issues and

insecure attachments between parent and child. The researchers proposed that promoting
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forgiveness and decreasing parents’ use of particular Chinese parenting styles would
reduce child abuse. In regard to BPD, those with BPD often have a history of parental
abuse (Ling & Kwok, 2017). These children who have this history of abuse may be led to

demonstrate the same characteristics as those with BPD who have abuse histories.

Fatimah et al. (2019) argue that maladaptive parenting such as high conflict and
lack of parental involvement and engagement can be a contributing factor for BPD to be
environmentally transmitted from mother to child. In a study by Fatimah and colleagues,
a sample of 409 adoptive and 208 biological families were studied predominantly white,
to explore how genetic and environment transmission was experienced among families
with BPD. Parental psychopathology such as adult antisocial symptoms, conduct
disorder, and major depressive disorder were measured at intake using the Structured
Clinical Interview including DSM-IV criteria. Substance use was also assessed using the
Composite International Diagnostic Interview (Robins et al., 1987). To assess BPD
symptoms, the Personality Booklet Youth-Abbreviated was used for children younger
than 16, and the Minnesota Borderline Personality Scale (Bornovalova et al., 2011) was
used for children 16 and older as well as parents (Fatimah et al., 2019). Family
environment was also accounted for as each parent was asked to report thoughts and
feelings towards punishment, child-rearing, marital satisfaction and status, and level of
involvement and engagement with their offspring. The results showed that BPD
transmission may depend on the various risk factors in both adoptive and biological
families. Unhealthy parenting and parental psychopathology were shown to have some
sort of vertical transmission between generations. Both maternal and paternal

maladaptive parenting were found to environmentally transmit BPD to their children.
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However, there still remains the question of how this transmission may be different

depending on the parent’s gender and across ethnicities.

A more recent study began to highlight parental gender differences and their
impact on BPD development. Exploring attachment bonds between parent and child,
Godbout et al. (2019) studied a large sample of 954 participants between the ages of 18
and 72, mostly White females, to examine how attachment style and parental childhood
maltreatment predict BPD symptoms. Attachment was found to be a major influence on
the development of BPD, specifically insecure attachment styles, meaning maladaptive
parenting, child maltreatment, and other types of negative bonding experiences between
parent and child were associated with BPD. Furthermore, there appeared to be specific
differences in the impacts on male and female participants based on maternal or paternal
maltreatment. In females, maltreatment from both mothers and fathers were directly
associated with BPD symptoms while only paternal maltreatment was directly associated
for males, but only through specific mediating factors such as attachment style (Godbout

etal., 2019).

Another way gender could play a significant role in BPD development is by
looking at the progression of BPD in gender-specific children through the eyes of the
parents (Goodman et al., 2010; Goodman et al., 2013). When parents were asked when
their children began exhibiting BPD symptoms, it was found that there were no
remarkable events during pregnancy or labor but symptoms, such as moodiness in the
child, during infancy were present. This eventually progressed into difficulties with
interpersonal relationships and learning in childhood, then aggression, inappropriate

sexual activity, acting out, disordered eating, and suicidal ideation in teenage years
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(Goodman et al., 2010; Newman et al., 2015). Sons with BPD also were reported to
display early signs, but starting in infancy. Early separation anxiety was a key marker
among sons according to their parents as well as issues with body image in childhood. In
adolescence, symptomology progressed into impulsive behaviors, depression, unusual

thinking, and suicidal ideation (Goodman et al., 2013).

More well-known, specific attachment styles have been closely tied to BPD.
Particularly in women, those with BPD tended to have preoccupied-anxious adult
attachment styles than women with a diagnosis of a different personality disorder
(Diamond et al., 2014; Frias et al., 2016). In other words, it appeared that there is a
specific type of bond that is characteristically more congruent with BPD symptoms. This
is supported by the similarities between anxious attachment symptoms and BPD
symptoms. It is possible to conclude that the unique characteristic of BPD that involves a
strong fear of abandonment, is related to the anxious attachment type that is a driving
force in the disorder’s development. From a more humanistic and theoretical standpoint,
it is crucial to consider that humans naturally and instinctually long for connection and
belongingness. When these connections and networks are disrupted or threatened,
insecure attachments are created. With this in mind, the parent-child relationship, the first

ever relationship humans experience, requires close examination.

Parent-Child Relationships

BPD research throughout the years has explored the specific attachment patterns
between parent and child and parenting approaches that may impact parent-child
relationships. It is important to recognize the difference between attachment and

parenting, to see parenting as the approach and the attachment as the result. Regarding
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the relational behavior aspect of insecure attachment, Bowlby (1982) stated that these are
learned behaviors from parents or caregivers, meaning parenting approaches and early
experiences with attachment could be additional contributors to the insecure attachment
that is commonly seen in BPD. In other words, it is important to consider the parents’
histories and how it may impact how they interact with their children. Trauma exposure
in parents has been found to impact separation anxiety and harm avoidance in children
(Cho et al., 2021). In a sample of 139 parent-child dyads, parental trauma history and
parenting stress along with children’s depressive and anxiety symptoms were assessed.
Multiple regression analyses were used to see if parenting stress was a moderating factor
between parental exposure to trauma and children experiencing anxiety and depressive
symptoms. When parenting stress was moderate to high, the relationship between trauma
exposure and children’s internalizing symptoms was statistically significant. While this
finding is significant for family systems, only 3% of the sample in this study were Asian,

again making it difficult to apply to the general Asian population.

The learned behaviors from parents and caregivers may also be a contributing
factor in how a child learns how to self-regulate. In one study, 146 Asian American
emerging adults reported more authoritarian parenting and less authoritative parenting
which was associated with lower self-regulation abilities compared to European
American emerging adults (Shen et al., 2018). This indicates that parenting style can
impact the child’s ability to self-regulate and manage emotions, a skill that individuals
with BPD have difficulty practicing. Chinese American adolescents with supportive
parents were more likely to be “well-adjusted” throughout their teenage and emerging

adult years, while Chinese American adolescents with tiger parents (Shen et al., 2018)
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were more likely to have lower socioemotional regulation and adaptation. With tiger
parenting being described and associated with harsh parenting styles, it was shown that
specific types of parenting produced less adjusted adolescents and young adults (Kim et
al., 2015). Harsh parenting style might lead to socioemotional deficits among people who
have trouble coping and managing emotions, such as people diagnosed with BPD. In
addition to tiger parenting, unsupportive parenting on socioemotional well-being seems
to lead to emotional struggles as well (Kim et al., 2013). During early adolescence,
Chinese American families who demonstrated unsupportive parenting practices increased
the sense of alienation between parent and child and led to more symptoms of depression
in the children even into middle adolescence. In a similar way to tiger parenting,
unsupportive parenting might lead to emotional struggles that people with BPD struggle
with as well. A decreased emotional intelligence and regulation can make it difficult to
not only deal with distressing situations but also even recognize it in oneself and in

others.

As previously mentioned, insecure attachment types have been commonly linked
to those with BPD, more specifically, anxious and avoidant attachment styles (Anticevi¢
et al., 2018). In some studies, people with BPD tend to report a more anxious attachment,
score higher in mistrust and isolation domains related to attachment (Critchfield et al.,
2008; Hulbert et al., 2011). It is said that these insecure attachment types can predict
lower levels of emotional competence, coping through problem-solving, and lower levels
of coping through emotions in stressful situations (Anticevic et al., 2018) and attachment
anxiety is associated with BPD (Ramos et al., 2016). Furthermore, the insecure

attachment demonstrates a connection to unresolved trauma, rejection and neglect
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through parenting. Among the Malaysian population, low levels of parental care during
childhood were associated with depressive disorders in adulthood (Loh et al., 2010),
which is very common in those with BPD. Low levels of parental care and abuse have
been known to affect BPD development, and Loh et al. (2010) demonstrated how
childhood adversity can have long-term effects in the Asian population. In fact,
individuals with BPD reported more rejecting and neglectful experiences as well as fewer
loving, positive experiences from both parents growing up compared to those without
BPD (Barone, 2003), lacking security with their primary caregivers. This lack of
connection and basic psychological care greatly impacts the parent-child relationship
(Aaronson et al., 2016; Chlebowski, 2013; Fleck et al., 2021). For example, when a child
is not exposed to consistent love and support from their parent, that parent can no longer
be relied on to meet the child’s needs, leading to an insecure attachment. Other situations
also have an effect on a child’s ability to form relationships with their caregivers. The
perception or actual experience of separation and rejection can create walls between the
child and caregiver and contribute to the difficulty of forming meaningful and purposeful

bonds with their parents (Aaronson et al., 2016).

However, when thinking about the parent- child relationship, it is important to
consider the parent’s history and journey to developing BPD symptoms that affect their
offspring such as the family environment, mental health history of the parents, and any
history of abuse (Bradley et al., 2015; Ling & Kwok, 2017). In more recent years, the
parents and their contribution to BPD development have been more researched. It has
been said that the type of care that is given by a parent, mother or father, seems to have

an impact on their children’s development of this disorder. Infurna et al. (2016)
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investigated parental bonding between parent and child as well as the parents’ mental
health status as it relates to BPD in their own children. In this study, there were 91 female
adolescents, who were patients in an inpatient hospital in Germany. Along with the
adolescents, 87 mothers and 95 fathers were also a part of the study and assessed for
parental bonding and psychiatric symptoms using the Parental Bonding Instrument
(Parker et al., 1979) and the German version of the Patient Health Questionnaire (Spitzer
et al., 1999). Unsurprisingly, low parental care such as coldness, indifference, a lack of
warmth and closeness, created a transgenerational effect between mother and daughter.
When each parent was asked to report their own experiences with parental bonding, both
mothers and fathers reported experiencing low levels of parental care. Similarly, the
adolescents with BPD reported both of their parents lacking in affection and care and
being overcontrolling, indicating poor parental care. Three generations seemed to have
similar experiences indicating that in each generation there is poor parental care that
eventually is carried from generation to generation. As one generation provides
inadequate care to their children, that becomes the model for the next generation to

follow, and the cycle continues.

Moscoso et al. (2019) also considered the mental well-being of parents and how
that affects their children by examining parental suicide attempts. In this study, 85
adolescents with BPD in Europe were given the Relationship Questionnaire (RQ) and
interviewed about their parents’ suicidal behaviors. It was found that parents of teenagers
with BPD made more suicide attempts than parents with children without BPD.
Interestingly, mothers seemed to stand out between the two parental figures as they were

found to have made more suicide attempts than the control group. The severity of BPD
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symptoms also seemed to be associated with the number of suicide attempts the parents
made during the offspring's’ childhood. These children are greatly impacted by their
parents' mental health and represent the need to more closely assess the parents’ roles in

their children developing BPD.

Although much of the research that is done on this population typically involves
mothers or mothers and fathers, there is a lack of research done on solely the father’s role
in BPD etiology and more specifically in the Asian American population. Korean
American fathers have been found to directly impact their child’s perception of indirect
affection. The indirect affection is intended to be behaviors that the parents describe to be
affectionate, as well as direct affection, which was described as a set of behaviors such as
verbal affirmation or acts of hugging or kissing. However, the fathers affection was
indirectly associated with their child’s depression (Yasui et al., 2018). Korean American
mothers’ impact on their child’s depression in this same study, interestingly, was not
found to be significant. The impact of fathers on children's well-being even in the Asian
American community is noteworthy and could speak to the impacts fathers have on their

children developing other mental health disorders such as BPD.

Further examining the father’s role, Kim et al. (2014) found that a child’s
attachment to the father serves as a buffer against BPD development in adolescents
through fathers and children utilizing more positive emotion regulation strategies. Out of
the 228 adolescents, about 91% of the participants of whom were white, were assessed
for their use of emotional regulation strategies and attachment to their parents.
Attachment appeared to create a type of pathway towards resilience through positive

emotional regulation usage and promotion. More specifically, it was the secure
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attachment between the two that served as the protective shield if the child had a
decreased use of emotional regulation strategies. This could indicate the level of
importance of the father’s role in BPD development and the emphasis that more research

is needed into the paternal figures in an individual’s life.

Seeing the impact of the father-child relationship and its association to BPD, the
child’s gender is another significant factor to consider. Children may be experiencing
parental maltreatment differently based on attachment styles and their gender (Bierer et
al., 2014; Godbout et al., 2018). In a study of 954 adults, who were assessed for
childhood maltreatment, attachment type, and BPD symptoms, it was found that father-
daughter and mother-son parental maltreatment and abuse predicted BPD symptoms.
There were also specific implications based on the gender of the offspring. In women,
both maternal and paternal maltreatment and abuse were connected to BPD while only
maltreatment from the father directly associated to BPD in men. Furthermore, opposite
genders of children and parents were only found to be indirectly associated with BPD
symptoms, also depending on the type of insecure attachment (Godbout et al., 2018).
Additionally, gender differences seem to appear in child-parent interactions among ethnic
minority groups. In a study of 1,870 white, 534 single race minority, and 284 multiracial
adolescents, it was found that the multiracial teenage boys and their fathers were less
communicative emotionally close. However, when multiracial girls who had closer
relationships with their fathers were compared to the single race group, multiracial girls
were found to have no problems in their relationship with their mother or father (Radina

& Cooney, 2000). So, not only are the cultural differences in how sons and daughters
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interact with each parent an influential factor, but the gender could also affect the

attachment style and create insecure attachments that are often found in those with BPD.

Gap Analysis on the Characteristics of BPD in Asian Americans

BPD has been an increasingly studied area of mental health, and yet, most of the
research is conducted on white individuals and families. Much of the existing research
consists of mainly white participants and heavily focuses on the mothers’ role in the
development of BPD. The gap in the BPD literature is BPD in Asian Americans, which is
the justification for the dual focus on parental gender and ethnicity in this study. In the
broader population, PTE or significant disruptions can impact attachment. Bowlby
proposed that parental mistreatment in the form of abuse or neglect can result in insecure
attachment and influence personality development (Bowlby, 1979). In addition to early
PTEs, traumatic loss or bereavement has been found to also be a potential factor in BPD
development (Liotti et al., 2000). A meta-analysis found that anxious attachment may
actually be more detrimental than avoidant attachment (Woodhouse et al., 2015). The
literature suggests that insecure, more specifically, fearful or anxious attachment was
more associated with post-traumatic stress symptoms than avoidant attachment, which
was found to exhibit a type of resilience towards psychopathology. In reviewing the
existing literature, there seems to be more research on traumatic attachment than
traumatic attachment and BPD. Individuals with BPD exhibit remarkably similar
symptoms to attachment anxiety and is consistent with Bowlby’s theory that these
patterns have consequences and are repeated throughout the generations (Bowlby, 1985;
Sable, 1997). However, even across a meta-analysis of 138 studies, Woodhouse et al.

(2015) included, there was a lack of cross-cultural tools to assess attachment that would
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help examine the association between attachment and traumatic stress symptoms across
all cultures (Lim et al., 2020). The gap helped to delimit and for the study to be more
precise about the etiology for this one aspect as it explores the link between traumatic

attachment BPD.

Another gap in research can potentially be explained by the mental health stigmas
and cultural norms in ethnic minorities. High levels of stigma associated with mental
health issues and low levels of stigma tolerance are among the Asian American
population (Masuda & Boone, 2011; Sue & Sue, 1987). There may be an impact of
cultural differences on developing BPD symptoms between different ethnicities.
Research supports that culture and social norms can be determinants of what is inside and
outside behavioral norms in BPD (Choudhary & Gupta, 2020). Taking a holistic view
with this community can help in taking a sociocultural approach that is more personalized
to the client (Benuto et al., 2014). By expanding this type of research that is more
culturally sensitive, a better understanding of how this disorder develops in other
populations may help individuals with BPD and their loved ones gain better support and
care in the future. To better understand this disorder in Asian Americans in a more
comprehensive way, this study concentrates on the population beginning with

psychological assessments that are multiculturally appropriate.

Psychological Assessment with Asian Americans

In reviewing the literature relevant to BPD etiology, much of the studies
conducted were on the white population and primarily on the mother’s influence on the
child. Some of the studies contained a few ethnic minority participants but these made up

only a small percentage of the sample size. Unfortunately, the research on BPD in ethnic
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minority populations, such as Asian American communities, is virtually nonexistent. This
study is created to explore both Asian Americans and the role that Asian American
fathers may play in BPD development, but in a way that considers the individual and any

cultural norms that may be present.

The main function of psychological assessments for BPD is to create a holistic
description of an individual that identifies levels of functioning, examines to what degree
their symptoms affect their day-to-day life, pinpoints a diagnosis that will help to provide
appropriate treatment plans and defines interventions needed to help this individual
(Benuto et al., 2014). However, in creating that holistic picture, it is essential to consider
cultural background when assessing and diagnosing. Because there are several factors to
consider when assessing for personality disorders in Asian Americans, it has been
recommended that multiple instruments be used such as a mixture, specifically a two-step
approach, of semi-structured interviews, self-report assessments, and even reports from
other influential figures in their lives if available (Widiger & Chaynes, 2003; Widiger &
Samuel, 2005). This model is taken into consideration when developing the methodology

for this study that is presented in chapter three.

Summary

In summary, the existing research on BPD suggests that there are multiple roots
that could lead to symptom development and how attachment between a child and their
caregivers can have long-term negative effects on the child’s interpersonal relationships
and their sense of self. While there appears to be drastic intracranial differences between
those with BPD and those without (Cattane et al., 2017; Goodman et al., 2008; Lis et al.,

2006), there also are significant impacts that parent-child relationships have on BPD
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development (Barone, 2003; Fatimah et al., 2019; Godbout et al., 2019; Ling & Kwok,
2017), that could lead to impairment in future interpersonal relationships (Beeney et al.,
2016; Crittenden & Newman, 2010; Flasbeck et al., 2017; Hulbert et al., 2011).
Individuals with BPD have been long misunderstood and judged due to much of their
maladaptive behaviors and reactions when, in fact, it is a result of continuous pain and
perception of not feeling loved and cared for throughout their lives. In a way, BPD is a
product of a person’s fight to survive and look for connection in the world when their
secure base could not be that for them. When thinking about this disorder in the context
of multiple layers and repeated exposure to PTE, it is important to recognize and
understand the parental attachment and the role of both parents, especially the father

since that has been lacking in the research.
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Chapter 3: Methodology

Overview

The existing research shows a relationship between parents and children and the
etiology of BPD, and suggests the father-child relationship to be more significant than
previously known. The purpose of this mixed methods study was to explore the father’s
role in the development of BPD in adult children, while measuring attachment style and
exposure to PTE. The researcher hoped to: (1) better understand the father’s role in the
development of BPD; (2) measure attachment style between parent and adult child
through the eyes of the adult child; (3) compare the rates of exposure to PTE the adult
child may have had in their childhood to what has been found in the existing literature;
and (4) advance what is currently known about this disorder, helping those affected and
the mental health professionals and researchers involved in helping this population. This
chapter presents the research questions that were addressed, and the methodology used

for this study.
Research Questions

1. What is the father's role in shaping the development of BPD in adult Asian
American children?

2. What is the attachment style of an adult child with BPD symptoms to their father?

3. What is the attachment style of an adult child with BPD symptoms to their
mother?

4. What level of exposure to PTE does an adult child with BPD symptoms have

within the first 18 years of their life?
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Assumptions

This study had several assumptions: (1) individuals with BPD would have an
insecure attachment style with at least one caregiver, (2) there would be evidence that the
individuals in this study have had biological, social, and/or caregiver environmental
factors that contributed to the development of their symptoms, and (3) the participants

had a history of PTE in their childhood.

Positionality Statement

The research positionality statement served to acknowledge how the researcher’s
identity, own lived experiences, and learned narratives influenced the creation of this
study (Holmes, 2020). My identity as a researcher and clinician helped shape the purpose
and approach of this dissertation, which | hope would improve the understanding of BPD
and application for future research and clinical practice. | am a Korean American,
Christian, heterosexual, cisgender woman. Throughout my childhood and young adult
years, | have never doubted the love and support my parents have for me. That love and
support have only grown and solidified more than I could have ever imagined into my
adult years. All my emotional, physical, financial needs have always been met throughout
my life and | am grateful for never having to worry or wonder about the dedication my
parents have to my life and wellbeing. My understanding of BPD is rooted in my
empowering and nurturing experiences that | have had with my parents. My experiences
of love and support have made me into the person | am today, in the same way the
experiences individuals with BPD have influenced them into who they are and how they

see the world around them.
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I was born and raised in the United States after my father and mother immigrated
from South Korea in 1985, and I have lived in several different states along the east coast.
Wherever | lived, | stood out being a part of the ethnic minority, experiencing racism,
cruel comments about the way | look, and feeling ignored when social awareness for
hateful behaviors towards Asian Americans did not receive enough attention. I also
acknowledge the position of privilege | am in due to my identity and the family | was
born into. | have two educational degrees, on my way to obtain my third, which have
served me well in my personal and professional growth, worldview development, and
understanding of different issues around me.

Throughout my life and in every state | have lived in, | have been exposed to the
stigmas about mental health and psychological needs from my Asian peers, colleagues,
and extended family members. When | was in college and was asked what my major was,
members of the Asian community often scoffed and questioned my decision to study
psychology and become a mental health therapist. They neglected to see the desperate
need for and importance of mental health care, even going as far as assuming | was a
disappointment to my parents for not “doing more” with my life. As | learned more about
the disorganized relationship between Asians and mental health throughout college, |
realized this stigma was learned and internalized throughout the generations.

Although I chose a mixed methods approach for my dissertation study, I was
intentional in creating a foundational qualitative research study because it gave my
participants the chance to share their stories and lived experiences. | hoped to give these
participants a chance to rewrite their stories by contributing to BPD research and helping

to dismantle the walls of mental health stigma in Asian and Asian American
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communities. Throughout my career, | have witnessed shock and disbelief when | tell
colleagues and peers about my passion for serving individuals with BPD, and it has been
disappointing every time to see this reaction. People are often very understanding and
unafraid of speaking about depression, anxiety, and PTSD. However, there is a lack of
conversation about when all of those components change a person’s personality and who
they are to the point where it leads to a personality disorder. | have seen colleagues
describe the BPD population as “too difficult” and intimidating. People with personality
disorders reach this point because they have suffered repeated trauma or neglect that
consequently damaged their ability to trust and connect with others. BPD is considered
one of the most complex and difficult disorders to treat, meaning it is a disorder that
needs more resources, support, and understanding. | chose to focus my research on a
population that has fallen through the cracks. | hope to empower my participants and the
Asian community, and encourage the non-Asian communities to honor their stories and
invite conversation about mental health needs in ethnic minorities.

Research Design

A mixed methods case study was used for this research to enable a deeper
exploration of how fathers or father figures can influence BPD progression in Asian
Americans. A case study concurrent with a mixed methods design allowed the researcher
to mix both quantitative and qualitative data to thoroughly examine the presenting
problem more comprehensively (Creswell, 2002). This methodology allowed for
flexibility and contributed to theory building (McLeod, 2010) relating to BPD etiology.
The qualitative aspect of this study allowed the participants to tell their story about their

upbringing and the relationships they have with each of their parents, but primarily with
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their father, where there is a gap in the literature. The three assessments that were
administered served as the quantitative component that is needed to measure the current
attachment between a parent and his or her adult child and the adult child’s level of

exposure to PTE during those early formative years.

Sample

Table 1

Participant Demographics for Final Sample

Pseudonym  Gender Age Ethnicity Father Alive Parents’ Participant’s BPD
or Deceased  divorced? age when diagnosis
at Time of parents
Study divorced
Leon Female 28 Japanese Alive Yes 17 No
and Other
Asian
Geometry  Female 28 Filipino Alive No N/A Yes
Architect
Wen Female 29 Chinese Alive Yes 16 Yes
Kimberly Female 31 Other Asian Alive No N/A No
Mcotton Female 34 Chinese Alive No N/A No
Jenn Female 30 Chinese and Alive No N/A No
Vietnamese
Hien Female 29 Vietnamese Alive No N/A Yes
HP Female 30 Vietnamese Alive No N/A No
Houstonboy  Male 31  Indian Asian Alive No N/A No
Joe Male 29 Vietnamese Alive No N/A No
Li Wei Male 31 Chinese Alive Yes 26 No
Brown23 Male 24 Indian Asian Alive Yes 20 Yes

Purposeful sampling was utilized, and participants were recruited using platforms
such as social media and LinkedIn. The goal for this study was to have at least 6 to 12
males and 6 to 12 females with BPD symptoms, creating a minimum total of 12
participants to reach saturation. The final sample included eight females and four males.
The inclusion criteria were: (1) each participant must be Asian American and living in the

United States; (2) at least 18 years old; (3) must be able to read at a sixth-grade level and
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with confidence in the English language; (4) must have/ had a father or father- figure
available to them in their formative years (alive or deceased at time of study) and (5)
must have access to devices with microphone capabilities for virtual interviews. Due to
both the COVID-19 pandemic and accessibility, all interviews were conducted virtually.
Exclusion criteria include active detoxification for substance use, ongoing symptoms of
psychosis or co-morbid psychotic disorders, traumatic brain injury that affected
personality, and recent inpatient hospitalization for any reason within the last 30 days. To
determine eligibility, every participant underwent a screening process where all inclusion
and exclusion criteria was confirmed, demographic information was collected, and each

participant selected their own pseudonyms to protect their confidentiality.

Instruments

The McLean Screening Instrument for Borderline Personality Disorder (MSI-
BPD; Zanarini et al., 2003), which is a 10-item assessment was used as part of the
screening process. Participants who scored seven or higher were automatically directed to
the rest of the assessments, including a demographic questionnaire as part of the
screening process. Each item was rated on a dichotomous scale where one represented
“yes” or that symptom being present, and zero corresponded with “no” or the absence of
that symptom. In the MSI-BPD, one question per diagnostic criterion based on the DSM-
IV was created, with two questions assessing for paranoia and dissociation. A score of
seven or higher served as the cutoff for BPD as it was the optimal cutoff to maximize
sensitivity (.81) and specificity (.85) (Zanarini et al., 2003). The MSI-BPD was chosen
for its reliability with a Cronbach alpha of .74 (Zanarini et al., 2003) and is widely used

concurrently with interviewing for BPD diagnosis. Pearson’s correlation between each
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item and the total score were found to be highly significant ranging from a high of 0.63 (p
<.0001) for chronic feelings of emptiness to low of 0.45 (p < .0001) for general
impulsivity. Gender differences also seem to be accounted for in this assessment. It was
found that women were more likely to report self-harm/ suicidality, emotional
dysregulation, and feelings of abandonment, while men were more likely to endorse
anger (Martin et al., 2023). While these differences were apparent between genders
depending on the item, the overall effect was small and considered to be a valid and
reliable assessment for women and men. A sample item included is “Have you made
desperate efforts to avoid feeling abandoned or being abandoned (e.g., repeatedly called
someone to reassure yourself that he or she still cared, begged them not to leave you,

clung to them physically?)”

The Relationship Structures Questionnaire (ECR-RS; Fraley et al., 2011) was
used to measure attachment styles in the parent-child relationship. ECR-RS (Fraley et al.,
2011) is a self-report 7-point Likert scale questionnaire that contains nine items that can
be used for specific relational targets such as a parent or a significant other. For this
dissertation study, the only relational targets that were used were the father/ father-figure
and mother/ mother-figure since there is a severe lack of research on father-child
attachment in Asian Americans with BPD and only the parental attachment was relevant
to this study. The attachment to the mother was also collected because the attachment
styles of both parents would provide some distinctions according to parenting styles. Two
scores were collected at the end of the assessment: one that is anxiety attachment-related
and one that is avoidance attachment-related. Items one to six target attachment-related

avoidance (e.g., “I prefer not to show this person how I feel deep down’’) while the
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attachment-related anxiety is measured in items seven to nine (e.g., “I am afraid this
person may abandon me”). Scores can range from one (low) to seven (high). The
attachment categories were derived using the online, self-scoring system developed by
Fraley et al. (2011) that would differentiate between mother and father. A score ranging
from one to seven for each avoidance and anxiety domains was given and shown where
the individual falls along the four attachment style categories. The online scoring system
that was used is as follows: https://www.yourpersonality.net/relstructures/. Participant

responses were entered into this algorithm and the categories were derived online.

Over several large-sample size studies, the ECR-RS (Fraley et al., 2011) showed
to have strong levels of reliability and can measure various relationship domains (Fraley
et al., 2011; Wozniak-Prus et al., 2022). The Cronbach alpha for anxiety and avoidance
measures in relation to fathers was found to be high (a=.90). Additionally, the test-retest
reliability is .80 in the parental domain, indicating this assessment to be an appropriate
measure for adult attachment (Fraley et al., 2011; Rocha et al., 2017; Sironova et al.,
2020). Global attachment anxiety averaged across all more relational domains were found
to be positively correlated with neuroticism (r=.26). Global attachment anxiety and
avoidance were found to be negatively correlated to relationship satisfaction (rs= -.23
and r=-.22). However, anxiety (rs=.39) and avoidance (r=.28) was found to be

positively correlated to depression (Fraley et al., 2011).

The Psychological Maltreatment Review (PMR; Briere et al., 2012) was used to
measure the offspring’s level of exposure to PTE. The exposure to PTE was another
important factor to measure as this could provide insight into the childhood experiences

of the offspring and how traumatic attachment may have influenced BPD symptoms. The
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PMR (Briere et al., 2012) is a 30-item questionnaire that assesses emotional abuse and
neglect and the lack of psychological support from a mother or father figure in the first 18
years of their life (e.g., “Acted like they didn’t seem to care about you.”). Similarly, to
the ECR-RS (Fraley et al., 2000), the PMR (Briere et al., 2012) demonstrated to have
strong reliability (a=.92) and validity (CFI= 0.93 and 0.95) for measuring both paternal
and maternal psychological abuse, neglect, and support, respectively (Briere et al., 2012;
Godbout et al., 2018). The benefits of using this assessment were being able to measure
the parental gender differences in maltreatment as well as assess for abuse, neglect, and

level of parental support concurrently (Briere et al., 2012).

The Adverse Childhood Experiences Questionnaire (ACE-Q); Felitti et al., 1998)
was the other instrument used to measure PTE in childhood. This 10-item assessment
helped to examine other types of traumatic events the participant may have been exposed
to in their childhood such as abuse, neglect, and household dysfunction (e.g., “Did a
parent or other adult in the household often swear at you, insult you, put you down, or
humiliate you? Or Act in a way that made you afraid that you might be physically
hurt?”’). The Center for Disease Control (CDC) and Kaiser Permanente (1998) identified
10 types of traumatic events that can occur and are explored in the ACE-Q: emotional
abuse, physical abuse, sexual abuse, emotional neglect, physical neglect, intimate partner
violence, household substance abuse, household mental illness, parental separation or
divorce, and incarcerated household member. It then asked what level of disturbance
those experiences have had on one’s mental health. Both PMR and ACE-Q were chosen
to complement one another and provided a more comprehensive view on the participants’

first 18 years of life across various types of exposure to trauma and neglect, if present.
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The PMR and ACE-Q were added to this study to account for the number of exposure
because the literature discussed in the previous chapter shows that the more exposure

there is, the more likely it is to lead to BPD.
Data Collection and Procedures

During the recruitment process, participants were first asked to complete the MSI-
BPD. The clinical cutoff score for inclusion was seven. Participants who scored seven or
higher were then asked to complete a demographics questionnaire, which was the final
part of the screening process for the participants’ eligibility for this study. The
demographics questionnaire gathered information regarding age, gender, ethnicity,
demographic region and zip code, language, brief history about their parents/ primary
caregivers, and their current participation status in any therapeutic services. The final
sample pool was asked to complete the three brief assessments (PMR, ACE-Q, and ECR-
RS) mentioned in the previous section and participate in one semi-structured interview
developed by the researcher of this study. The semi-structured interview was used to
collect information about the participants’ relationships with their fathers or father
figures. The interview questions were developed based on the relevant literature on BPD
and its etiological factors found throughout the years. A semi-structured interview
approach was chosen to facilitate a conversation to gain insight into the impact fathers
have on their children’s lives as it relates to the child’s BPD development, and allow the
participants to share their stories and to have them be heard. Each interview was audio
recorded using the voice memo app on the iPhone and the zoom recording feature, which
were later transcribed verbatim by the researcher. An optional member check was

conducted via e-mail after the researcher identified and interpreted emerging themes from
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the interviews and assessments. Although 92% (n=11) of the sample opted to participate

in the member check, no one responded to the researcher with feedback.
Data Analysis

For this study, a mixed methods design was used to examine the role of fathers in
their children’s development of BPD. The foundation of the study was qualitative in
nature with quantitative measures to provide descriptive statistics. The design allowed for
the researcher to obtain two different types of data that complement each other, creating a
more whole understanding of the topic (Morse, 1991). The quantitative data was gathered
through the ECR-RS, ACE-Q, and PMR. The results were pictorially represented in
charts to show any trends among genders. Semi-structured interviews were conducted to
gather the qualitative data portion. For this, a framework approach to analyzing the
interviews was used, which included a five-stage approach: (1) familiarization, (2)
identifying a thematic framework, (3) indexing, (4) charting, and (5) mapping and
interpretation (Pope et al., 2000). Familiarization included re-listening to the recordings
and transcribing the interviews verbatim. Memo-ing the transcriptions was also another
important tool used, which consisted of documenting the researcher’s thoughts,
reflections, and ideas about the data during data collection. The purpose of memo writing
was to record any analytical notes and thoughts the researcher may have had when
reviewing the interviews and promote researcher reflexivity (Saldana, 2013). The
researcher then identified recurrent themes and key issues from the data using a thematic
analysis, which identified and organized recurring themes and patterns from the
interviews. Having these themes allowed the researcher to systematically organize the

transcripts and served as codes. Majority proportions of 50% or more were used to define
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the recurring themes. The proportions were important in achieving saturation because
while there is no set standard as every study is different, it is recommended that a sample
size of 12-15 participants is sufficient to achieve saturation (Guest et al., 2006; Hennick
& Kaiser, 2022).

The next stage in the framework approach is charting, which helped create an
order and “final coding framework” (Pope et al., 2000). Charting organized each theme
and subtheme with supporting quotes from the interviews for each participant along with
the scores from the ACE-Q, ECR-RS, and PMR. Finally, the mapping and interpreting
stage included the chart that defined the key themes and subthemes that describe the
nature of the theory that was developed. This provided a clearer understanding and visual
representation of the associations in the findings (Crowe et al., 2011; Pope et al., 2000).

Data triangulation was operationalized by using multiple different sources of data
to gather information on participant relationships and experiences with their father,
attachment, and PTEs. From existing literature, it is known that the parent-child
relationship plays a part in BPD etiology as well as exposure to traumatic events in
childhood. The qualitative data helped to provide a point of view into each participant’s
life and their childhood experiences with their father while also gathering information
about their father’s history. The quantitative results helped to fill in gaps that were
needed to holistically understand each participant. Both results confirm each other in
several ways. The ECR-RS provided a categorical label for their attachment style, which
was supported by their self-report scores on the PMR and ACE-Q. The interviews
provided additional and more descriptive background information that helped to explain

the PMR and ACE-Q that may have impacted their attachment style to each parent.
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Trustworthiness

To assess for the scientific value, four factors were used to determine the
trustworthiness of this dissertation study (Lincoln and Guba, 1985). Credibility,
transferability, dependability, and confirmability are discussed to address the rigor of the
study and help the researcher to practice techniques to strengthen the worth of this
research. Credibility refers to the consideration of multiple realities and accuracy of the
presented findings (Hayes & Singh, 2012; Lincoln & Guba, 1985). Peer debriefing and
member checks are ways to account for credibility. Peer debriefing is described as
working with an unbiased peer who can help the researcher challenge the analysis,
perspectives, and attitude towards the gathered data (Lincoln & Guba, 1985). The
researcher’s peer debriefer for this study was a fellow doctoral candidate in GWU’s
Counseling program. She agreed to be tasked with thoroughly examining the results and
engaging with the researcher to explore unseen perspectives and assumptions. In addition
to having a peer debriefer, member checks were an important tool to use in this study,
which is where the researcher invited the participants to review the emergent themes that
were identified from the interviews (Lincoln & Guba, 1985). The collaborative nature of
this study allowed the participants to be an active member and allowed the researcher to
portray the participants’ experiences and stories more accurately. However, all the
participants did not provide any feedback by the conclusion of the study, so credibility
was heavily relied on the work with the peer debriefer and dissertation chair.

Transferability refers to the applicability to similar settings and participants in
future studies (Hays & Singh, 2012; Lincoln & Guba, 1985). The researcher provided

thick descriptions, detailed observations, interpretations, and themes. Memo-ing was used
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to help the transferability in this study since these included thoughts and interpretations
when reviewing the transcripts. Similarly, dependability was demonstrated in the in-depth
description of the methodology so this study can be replicated in the future. Thorough
documentation of the findings, transcripts, memos, and study design also helped with
consistency between the data and findings. Confirmability was also achieved through the
offered member checks and peer debriefing. Confirmability ensures that the collected
data is checked for participant or researcher bias, which is why some form of auditing is
recommended in qualitative work. Consistent examination of the researcher’s biases and
perspectives was accounted for and challenged with the peer debriefer. Involving the
participants in member checks would have allowed for an additional layer of
confirmability if participants had opted to provide feedback.
Summary

For decades, BPD research has expanded exponentially but Asian Americans with
BPD continue to be overlooked. This dissertation study aimed to serve as a pilot for
future studies to better understand parental roles and its influence on BPD development
in Asian Americans. The researcher’s position as an Asian American iS important to
consider as it had shaped the methodology, justification, and theoretical understanding of
this disorder. This chapter demonstrated how the researcher conducted the study and
what strategies were set in place to manage any potential biases to improve the rigor of

this study.
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Chapter 4: Results

This chapter presents the results found in this mixed methods study to address
four research questions. The qualitative portion of this study addressed the primary
research question: What is the father’s role in shaping the development of BPD symptoms
among Asian American children? Each theme is presented and supported using a few
direct quotes from the participant interviews. A table is also presented to illustrate the
primary themes along with each subtheme.

The quantitative aspect of this study addresses the secondary research questions
of 1) what is the attachment style of an adult child with BPD symptoms to their father? 2)
what is the attachment style of an adult child with BPD symptoms to their mother? 3)
what level of exposure to PTE does an adult child with BPD symptoms have within the
first 18 years of their life, through three assessments each participant completed. The
instruments the participants completed were 1) the ECR-RS, which measured the
attachment style between child and parent, and 2) ACE-Q and PMR, which measured
exposure to PTE within the first 18 years of the participant’s life. The PMR more
specifically calculates psychological abuse, psychological neglect, and psychological
support. The results are presented through a series of tables and charts, showing each
ACE-Q and PMR score along with pie charts demonstrating the paternal and maternal
attachment styles among the female and male participants.

In regards to the sample size for this study, after completing the eligibility
guestionnaires and assessments, the researcher contacted each participant for one semi-
structured interview. There were several participants who had completed all of the

instruments on Qualtrics, but were excluded for various reasons. Multiple respondents
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were excluded as they had been suspected bots. One participant had been excluded due to
a conflict of interest and dual relationship. In addition, one participant had scheduled the
interview then decided to withdraw from the study after the first question. In the end, 12
participants completed the study, eight females and four males.

Although a total of 12 participants completed the present study in its entirety,
there were four participants who completed the screening questionnaire and qualified for
the study but did not move forward with the rest of the assessments. Additionally, eight
participants were excluded from the study due to being suspected bots and repeated
respondents. However, there were seven participants who completed the quantitative
portion of the study without the interview either due to lack of response when researcher
contacted participant, voluntarily dismissed themselves from the study, or researcher
excluded the participant due to potential dual relationship. The assessment results from
these seven participants are also presented to demonstrate potential trends among
participants who qualified for this study. The results from this pool of participants are
shown in a separate table and chart.

From the interviews, the researcher analyzed 12 individuals’ experiences in
childhood and their relationship with their fathers. Each interview was transcribed, and
the researcher read through each interview two times to familiarize herself with the
interviews. Each theme and subtheme contain direct quotes. Across the responses
collected from the interviews, a pattern of themes emerged. In total, ten overarching

themes with subthemes were found and are shown in Table 2 below:
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Table 2

Themes and Subthemes

THEME

SUBTHEME 1 SUBTHEME 2 SUBTHEME 3

THE VALUE OF
COMMUNICATION

NEEDING EMOTIONAL
SUPPORT

ABUSE/NEGLECT

OBSTACLESTO
DEVELOPMENT

FATHER WASN’T
PRESENT

FAMILY HISTORY

FATHER MET SOME
NEEDS

UNSAFE HOME
ENVIRONMENT

ABANDONMENT

EXPERIENCES WITH
IMMIGRATION AND/OR
RACISM

Not Knowing Dad Recognition and

Accountability

Emotional Support for Men

Physical Abuse from Father Verbal Abuse Emotional Neglect

Finding Myself Stunted Social

Impacts on Physical
Development

Health

Physically Not Present in

Lack of Emotional
Home

Not Seeing a Father
Presence

in any Future Family

Dysfunctional Relationship
Between Parents and Their
Parents

Father’s Own Mental

Father’s Own Loss
Health Struggles

of Parents

Financial and Education

Father Met the
Needs

Emotional Needs at First

Father Made Home Unsafe Parents Argued Cheating/Infidelity

Dad Left the Home Validation Suddenly

Not Receiving
Ended

Emotional Support
During Difficult
Times

Being Bullied Immigration to the U.S.
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Each theme and subtheme were inputted into a framework chart and quotes were
cataloged into each theme or subtheme in accordance with the participant. The 12
participants’ results were differentiated between male or female to demonstrate the
potential gender differences for each of the themes. Additionally, each theme was
rearranged in order of most prevalent theme to least prevalent theme.

The Value of Communication

The first theme, the value of communication, is defined by the importance and
desire to communicate with their father. One hundred percent of participants (n=12)
discussed wishing they could have gotten more out of their relationship with their father
regarding communication. The first subtheme is identified as Not Knowing Dad.
Seventy-five percent of participants (n=9) reported having a desire to have gotten to
know their father and have more conversations with him. Hearing more about the father’s
history and having consistent, reciprocal communication seemed to be a strong desire
among the participants and illustrates the lack of communication that occurred within
their relationship throughout the years. The subtheme is demonstrated here:

“I would want to have deep, meaningful conversations with him”

“Would be nice to have conversations where I felt like I was getting to know him

and that be reciprocated.”

“I would have wanted more communication about anything.”

Another subtheme for ‘The Value of Communication’ had more to do with
recognition and accountability. Thirty-three percent of participants (n=4) reported

wishing their father could acknowledge or take accountability for their actions. This act
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seemed to signify that this gesture would have made significant changes in their
relationship or in their own personal healing journey:

“I wish he would apologize for things.”

“I hope and wish he would acknowledge the damage he’s done to me and

apologize and show that he has done me wrong in the past...an apology would

already be very powerful to me”

“...I wish you [father] could actually sincerely apologize or at least acknowledge

what you [father] did...”

This theme reflects how communication was missing in the relationship and is
even desired presently, not just in childhood. This potentially even provided hope for
their relationship and recovery from past hurts. For some, these quotes seemed to
illustrate the possibility for a better relationship between father and adult child and for the
participant to be open to mending that relationship.

Needing Emotional Support

In addition to ‘the value of communication,’ the theme ‘needing emotional
support’ was also discussed amongst all participants during the interviews. This theme
represents what the participants needed most from their father or what was significantly
missing in the father-child relationship. One hundred percent of participants (n=12)
discussed wishing their father had been there for them when going through difficult
times, had listened to them, or provided validation.

“I think a lot of the emotional needs, a lot of like, just reassurance that kind of

thing, 1 don't think he was so well prepared for that sort of thing, so I did not

’

receive that from him.’
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“I think everything that comes with a parent’s responsibility like love, financial
support, emotional support, guidance, educational career advice, judgment,
values, morality, virtues, | think everything that comes with a parent, what a
parent is supposed to teach a child, I didn’t get any of that.”

“..if I experienced any negative emotion they could say, ‘well it's your own fault

for being too weak’, ‘not strong enough to just deal with it’, and ‘tough it up’,

‘suck it up’, ‘tough it out’, so yeah I just wish that they would have actually been

safe and nurturing and supportive people who actually could soothe me when |

was going through hard times. But instead, they tend to make things worse even
now.”

One male participant expanded on this discussion by explaining how he wished
his father had provided more guidance on how to manage difficult emotions specifically
as a man:

“Yeah so probably more along the lines of like you know... if, if I'm getting angry

kind of like how to actually make sense of it from a male perspective | guess, how

to handle it, what to do, just even explaining what's even going on would have
been helpful. ”

Facing challenges throughout life, it appears how gender differences in how
issues or big emotions can be better explained and processed was needed to help the
participant navigate through life and relationships. The participants seemed to value the
significance of encouragement, validation, and emotional support and how that could

have positively impacted them to navigate through difficult times in their lives.

Abuse/Neglect
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One hundred percent of participants (n=12) endorsed a history of abuse or neglect
in their lives. There was a variation in the types of abuse and/or neglect. Forty-two
percent of participants (n=5) reported physical abuse from their father in their childhood
or witnessing abuse from their father:

“the time we did spend together, it was very violent and negative and hateful...”

“It was basically the turning point of our relationship...he physically abused me

like one time but that one time was really bad”. She later added “‘it was like quite

bad actually, well towards my brother. It was really, it was really bad like I would
witness my brother being abused...”

“when I did something wrong he would give me the beating of his life”

Verbal abuse was also reported by 33% of participants (n=4), characterized by
insults, berating, and name-calling:

“He would call me names when I do something wrong.”

“Dad would use harsh words to make me feel uncomfortable around him”

One participant recalled her father being very angry and in the middle of a verbal
outburst: “I remember him being like really angry with me and I just wanted to like leave
that space so I kind of felt myself kind of started to dissociate...”. This was one of the
participant’s first experiences with dissociation as a way to protect herself.

Thirty-three percent of participants (n=4) described experiencing emotional neglect from
the father, and for some, both parents. Emotional neglect is defined by the emotional
needs not being met such as being disregarded and not being seen or heard by one or

more parents:
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“I don’t know if it’s because of the dynamic of the family. I just always felt like

not seen in the family, not valued, like less than.”

“there’s a lot of dismissing and invalidating, and 1’d say anti-support is the

word...”

“sometimes he acts cruel. It would depend on his mood”
Obstacles to Development

The fifth theme, obstacles to development, is defined as the difficulties that
emerged throughout the participants' life that have impacted who they are as a person or
how they approach interpersonal relationships. All participants (n=12) talked about the
ways their development was stunted or negatively affected in different areas of their
lives. More specifically, 42% of participants (n=5) discussed having trouble with
insecurities and finding their sense of self. This subtheme of struggling with insecurities,
lack of confidence and safety to be their genuine selves is illustrated here:

“I'was like very insecure kid and just like feeling unsure of myself a lot...”

“I guess I just didn’t have the opportunities to build myself up mentally...”

“I would say not really living a free life in my childhood. I was kind of living a

kind of life in fear...”

Another subtheme was identified as stunted social development. Fifty percent of
participants (n=6) reported having issues socially and in interpersonal relationships
characterized by conflict, lack of boundaries, and impacts on socialization.

“..I'm kind of the friend who tries to end things...”
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“I was never allowed to go out like other kids, go to amusement parks, movies,
whatever. | was never allowed to have friends over or go out so I think like you
know. It definitely stunted my social emotional growth for decades.”

“I trust people but still feels unsafe to be in a romantic relationship”

“I have a hard time setting boundaries”

One participant spoke about the many health conditions she developed over the
years that she believes are rooted in the stress she has experienced due to her father. So,
the third subtheme in this category is about the impacts on physical health.

“...a lot of my problems like my health condition like stems from stress and it’s the

stress that he causes me”

This participant spoke about the different health diagnoses she has received,
surgeries she has had, reporting that her doctor has encouraged her to reduce her stress as
this was identified as a key factor that contributed to her health issues. She explained that
much of her stress is due to her father, their relationship, and the lack of safety she feels
as they live in the same household.

Father Wasn’t Present

Throughout the interviews, 100% of female participants (n=8) and 75% of male
participants (n=3) described that their father was not present at some point in their lives.
Their father being present could indicate either physically not being in the participant’s
life or not experiencing emotional presence in their life. Two subthemes are identified.
The first subtheme represents the father not being physically present such as not being at
home, leaving the home for a period of time, or leaving home and not returning, which is

illustrated here:
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“...he abandoned our family to escape to China and we have not had support or
contact from him since then. So, | would say like my relationship with him is
mostly absent...”

“...my dad was just not there for I would think were important moments for me as
a kid. So, I wish he was present for those moments or really just simple task that

any parent would do...”

The second subtheme that was demonstrated was the lack of emotional presence

in the participant’s life and speaking to feeling the father was not “there” for the

participant:

“ [ think in the early years of like early childhood development, we were pretty
close. As I got older though he started to get distant as some mental health issues
kind of popped up within me...”

“He never made time for me”

“He wasn’t a father that much.”

Interestingly, one female participant explained that she does not imagine a father

or father figure when she envisions her past life or future if she were to have a child of

her own, stating

“..Iwould always imagine me and a daughter but there’s like no father. It’s like
father is not really present...” and envisions not having a husband. Later in the

interview she discussed actually Googling “what and how to be a good

father...what is that /ike?”

Family History
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The Family History theme provides a look into the history of the participants’
parents and grandparents as there appeared to be a mental health history reported by 88%
of female participants (n=7) and 75% of male participants (n=3). Family history consists
of several subthemes: mental health disorder symptoms exhibited by the participants,
divorce history, history of abuse, deaths in the family, significant events that may have
affected a family member’s personality, and family dynamics.

Some family history reports involved a dysfunctional relationship between the
participants father and his parents:

“So I know his relationship with, he has a stepdad and biological father. I know

growing up with his biological parents, he didn’t have a good relationship with

them. He was abused in childhood and then he kind of cut them off out of his life
as an adult...”

“...he was very loved by my grandma for sure. Not so much with his dad. Um |

think they just didn’t really have close relationship. I think from what I remember

from what my mom said one of the many reasons why my grandparents split was
because my grandpa cheated on my grandma. Uh and so | think that could
probably be one of the factors as to why my dad didn’t have a good relationship
with my grandfather and he would always say something along the line of like my
dad never supported me, my dad never gave me any assistance financially. Um
like he would never like help me to do anything unlike my mom...”

“..with his [father’s] parents, what I remember like his parents, they are not

good together...he’s not very loved...”
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Other participants shared their own observations of their father and his struggles with
mental health issues:
“..I mean he kind of has a tad bit of hoarding tendencies, so there’s a bunch of
stuff and that was a source of why my parents fought...”
“...He was just kind of not a law-abiding citizen, and he conducted misdemeanors
and in order to escape being charged he just ran off.”
“..d think his actual views of the world...that he just thinks yeah it’s actually kind
of pessimistic or cynical like he is distrustful of people like he’s just like that with
all people...”
There were also reports of the participants’ fathers losing a parent or significant caregiver
that seemed to have a significant impact on their lives.
“.. think he has a lot of insecurities, like a lot of insecurities...he grew up without
a mother actually. Yeah his mom died when he was really young and so he was
brought up by his grandpa or by my grandpa...”
“So my grandfather, my paternal grandfather, passed away in the war [Vietnam
war]. He was murdered in his sleep. So my dad was three months old when that
happened so he didn’t grow up with his father...”
“...His mother passed away when she was 35 from breast cancer. So I think he
was around, he was probably in his 20s, late teens.”
Father Met Some Needs
Throughout the interviews, 88% of female participants (n=7) and 100% of male

participants (n=4) recounted needs their father met in their childhood despite the

hardships they had experienced in their childhood and even into their adulthood. Two
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subthemes were identified as meeting financial and educational needs, and interestingly,
meeting emotional needs for a period in their lives before it stopped. Fifty-eight percent
of all participants (n=7) discussed having their financial needs met with education and
basic needs:
“I would say financial like he was very reliable with his work. Also, I guess when
| look back there were some reliability with like time spent...we would go to
museums, we would always go to a bookstore right after going to church, so there
was some kind of like sense of reliability there and the rituals.”
“Uh I think he was a good provider financially. He did well and you know doctors
they made enough money to always make sure we the roof over our head, lights
were on, we had three meals a day that they made, it was like they both knew how
to cook well, so they made really delicious meals. Yeah they were good materials
providers but not emotional support at all...he tried to have fun or especially
older like I felt like trying to make jokes and lightening, lighten the mood because
my mom was very moody and irritable and angry...”
“The only specific need that my dad did for me was support that’s sending me to
school, providing me with school material. That was from my father. He did that
when I was a child.”
Thirty-three percent of the participants (n=4) shared feeling their father met an
emotional need for connection to an extent, explaining there was a sense of understanding
that their father was there for them, providing validation when needed when the

participant was younger:
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“So he yeah we would spend a lot of time together. | felt safe and protected with
him when he was around. Yeah he’s just like the main caregiver for like the first
maybe 5 or so years of my life...” The participant expanded by sharing that her
father had met her emotional needs during the first five years of her life before
she began struggling with mental health issues. She added “...he was a lot more
present like before like the diagnosis..”
“...my mom would always say oh your dad really wanted a daughter...so she will
always phrase it as if like ['m my dad’s like highest possession sort of thing. And
so hey I just I've always felt that sense of like I know my dad will have my back if
it comes down to like I don’t know like a parent choosing a child or something. I
know my dad would have chosen me.”
“Yeah he was around and you know he would take me around to run errands and
stuff- So it’s not like he was completely absent and he...and I learned a lot from
him just how to handle life...so like being responsible and you know being on top
of things, stufflike that.”
Unsafe Home Environment
The eighth theme, unsafe home environment, is defined as the unsafe or harmful
environment the participants lived in throughout their lives. The lack of safety or toxic
environment is characterized by either abuse, arguments, or fear of their father. Eighty-

eight percent of female participants (n=7) along with 100% of male participants (n=4)

described their home environment to be unsafe.
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“..when he was home it just felt very like the house always felt very heavy around
him. But he was home it was like walking on eggshells and he just felt, seemed
very just always on edge I guess.”

“Someone who would be like put you in like a life-threatening situation,
somebody who causes risk to your life” and “someone who poses danger.”

“it’s something similar to chaotic maybe, maybe unstable...just not knowing um
being in a low income household like not knowing um if we 're able to pay off the bills,
there were a lot of um, what’s the word I'm thinking of, like anger in the household,
frustration, stress, um. So it’s, it’s a very unstable and stressful sort of environment.”

Seventeen percent of participants (n=2) discussed the threatening and unsafe
nature of their home due to their father’s behavior:

“..my dad had a lot of anger. But he never, I didn't like...I think me and my sister

never...we just stuck in the room but yeah but like yeah so I think it was, he had

some issues.”
“...I'm so skittish. I kind of like I jump at everything and it’s annoying like I don’t
want to be so like like yeah so frazzled so like so easily. But I think it’s because,
like theyve never like he’s [father] never knocked and stuff. They always just
barge in.”

One hundred percent of male participants endorsed a similar unsafe nature of their
home environment. Referencing his parents' relationship, one male participant stated it
was a little bit tumultuous. My parents didn’t get along. Just different personalities just

clash.”, indicating his parents’ relationship had contributed negatively to the home

environment. The other male participants also discussed feeling unsafe in their home:
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“...he would use harsh words on me, trying to say some harsh words to me to feel
bad and discomfort around him, and not comfortable around him and that was
always more bad to me.”

“...I was kind of terrified to talk to dad or ask him for something because he
didn’t really have love for me. I couldn’t bear to stand before him.”

“..I don’t want to say anything wrong to him so I worry. I always be quiet around
him.”

A subtheme of cheating and infidelity was created under the unsafe home
environment theme, which represents history of cheating or infidelity in the family either
within the immediate or extended family. While there was not a significant portion of
participants who reported this, 50% of female participants (n=4), disclosed that their
father has had an affair either in the past or is suspected of having an affair currently.
This subtheme represents a contributing factor to the “Unsafe Home Environment” theme
as this potentially created instability in the home and within the family dynamics.

“Mom telling me to follow my dad when he tries to go out because he’s going to

cheat. So I have to go follow him.”

“..when he [brother] was four, my mom found out that my dad cheated on her

and so he, my dad, was in multiple affairs up until like I want to say my early 20s

when I was in college.”
“..d think I was 18 and my mom told me about his affair that he had and I tried

talking to him about it because | wanted to hear his side of the story but he

refused to tell me anything...”
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When discussing her parents’ relationship, one female participant stated “they
argued a lot. I don’t honestly, don’t think it’s changed that much except now my mom
thinks he’s cheating.”

Abandonment

Throughout the interviews, participants reflected on their experiences with
abandonment by their father. The abandonment theme was established through 75% of
female participants (n=6) and 75% of male participants (n=3) reports of experiences of
being left. Three subthemes include their father had physically left their family, their
experiences of not having support from their father during difficult times in their lives, or
even a drastic shift in their relationship where validation or attention was no longer
present. The father appeared to abandon their family by leaving the home or by the act or
threat of leaving the home:

“..one day he just wasn’t there and my mom was like oh, and then like I kind of

figured like oh he just like walked out, walked out, kind of thing...”

“...then he abandoned out family to escape to China and we have not had support

or contact from him since then.”

“..1 just remembered my mom putting on her shoes. She always just made this

grand show or put on her shoes and she’d be leaving forever and then I remember

being so scared. I don’t know old I was but probably less than 10, and like being
so scared she actually, she actually would be leaving, why would she leave me
behind, and he’d [father] also ask like if mom and dad were to get a divorce who
would I go with...I could never decide. I was like no I can’t decide, I want to go

with you both.”
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As mentioned in the previous theme, abandonment appeared through the loss and
sudden end to the validation the participant received as a child: One participant shared
“...most of like in the beginning of my childhood, I had a lot of that validation and then it
was like cut off basically.”

Fifty-eight percent of all participants (n=7) reported not receiving support from
their father when they needed it the most or during difficult times, feeling they were left
to address the issue alone.

“He would promise me but he never did that. I ask myself why did he do that. Why

did he disappoint me? I still think about that now.”

“..he [father] wasn’t a father to me in any aspect growing up. He pretty much left

me to like you know fend for myself.”

“I would describe my childhood as not having everything that I wanted because

most times | feel like | wanted a different family and like wanted everything to

change. Like my parents weren’t there for me when I needed them the most...”
Experiences with Immigration and/or Racism

Out of the themes that are presented in this chapter, the experiences with
immigration and/or racism was least endorsed, however both unexpected and important
to highlight. Forty-two percent of the participants (n=5) spoke about either their own
experiences with immigration to the United States or noted their father’s experience with
immigration as a possible significant event that may have affected their own lives, how
they understood their father’s actions, personality, or the father-child relationship. Thirty-

three percent of participants recalled being bullied after moving to the states due to

ethnicity and/or the language barrier:
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“...I immigrated here when I was 10. So that adjustment here, it was hard because
it was a lot of like shaming about my ethnicity and that’s you know the interesting
part is that like it’s not coming from like people of other races, it’s coming from
other Asian kids. A little bit of shaming from other Asian kids.” The participant
expanded “you don’t speak English, you re from China, or you're a FOB. There
was a lot of that like oh you re not cool enough to hang out with us because

you 're not American.”

“...I remember people making fun of my name because it was Chinese at first and
then even my nickname was easy to be made fun of. And then people also bullied
me for not knowing English when I first got there...”

“Yeah and he [father] also immigrated from Vietnam when he was a teenager, so
and | think he did that by himself. Yeah and he eventually met up with other
family members here in America. Oh yeah so that was early on too, like with the
Vietham War.”

“Yeah I was bullied about the way I talk...”, referring to his accent when he spoke
English.

Additionally, one male participant shared that he and his family had moved from

Saudi Arabia to the U.S. He explained that his father was more hands off, stating “it was

actually probably at its peak” after moving to the States due to work. This could possibly

explain the decrease in the fatherly presence in the home and the father needing to

support his family financially, especially after immigrating to another country.

While this theme may not be statistically significant with reports from less than

half of the total number of participants, it is important to consider the impacts of
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immigration on family dynamics and overall development particularly within the Asian
population. The early experiences of racism could be traumatic experiences that may
contribute to the perception of unsafe environment, resulting in insecure attachment to
peer groups. Immigration and exposure to racism could also be influential in how these
participants understood their experiences.
Assessment Results

The quantitative results shown in this section address the secondary research
questions: 1) what is the attachment style of an adult child with BPD symptoms to their
father? 2) what is the attachment style of an adult child with BPD symptoms to their
mother? and 3) what level of exposure to PTE does an adult child with BPD symptoms
have within the first 18 years of their life?

In Table 3, the scores from the ACE-Q and PMR are provided for each
participant. ACE-Q scores are presented with a maximum score of 10. When interpreting
the ACE-Q scores, the higher the score indicates the more adverse childhood experiences
the individual has had in their first 18 years of life. This also means they are at higher risk
of psychological and physical health issues. Scores of four or higher are considered high
risk for toxic stress (Felitti et al., 1998). The results showed that 50% (n=4) of the female
participants scored four or higher, indicating they were exposed to more adverse
childhood experiences and at higher risk of developing problems with their health and
mental wellbeing. Twenty-five percent (n=3) of the participants scored a three and one
participant scored a two, meaning while they may not be considered at high risk of toxic
stress, these scores indicate there was adverse experiences in their childhood, which

potentially could put them at risk of issues in the future. The male participants’ scores
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also indicated some risk as well. Fifty percent (n=2) of male participants scored four or
higher and 25% (n=1) of participants scored a three. One participant scored a one out of
10 indicating minimal adverse childhood experience measured in the ACE.

The PMR measured both maternal (M) and paternal (P) psychological abuse (PA),
psychological neglect (PN), and psychological support (PS). The participants are also
sorted by female and male participants. The maximum score for each PMR subcategory
is 60. Higher numbers in PA and PN are interpreted as psychological abuse and neglect to
be present in an individual’s first 18 years of life, while lower numbers in PS would
indicate low psychological support in the individual’s life. In Table 2, the female PMR
scores demonstrated that there was psychological abuse and neglect present of varying
degrees within the first 18 years of their lives from both mother and father. However, a
notable difference is the lower psychological support that was present from the father
among the female participants with scores of 27 or lower out of a maximum score of 60.
Among the male participants, there appeared to be higher levels of psychological support
from their fathers than the female participants. Psychological abuse seemed present with
scores ranging from 20 to 51 out of 60 for 75% (n=3) of the male participants. One
participant appeared to have high levels of psychological abuse from his mother with a
score of 47, but indicated lower levels of psychological abuse and neglect from his father
and psychological neglect from his mother.

Figure 1 and Figure 2 present the maternal and paternal attachment styles
evaluated through the ECR-RS. The results are separated by female and male
participants. For maternal attachment in the female participants, 50% (n=4) were found to

have a disorganized attachment, 12.5% (n= 1) had an avoidant attachment, 12.5% (n=1)
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had an anxious attachment, and 25% (n=2) of participants were found to have a secure
attachment. The female participants’ attachment styles to their fathers are presented as
75% (n= 6) had a disorganized attachment and 25% (n=2) had an avoidant attachment.
Secure and anxious attachment styles were not found in this part of the sample. Figure 2
showed that 50% (n=2) of the male participants have an avoidant attachment to their
mother and 50% (n=2) to their father. Disorganized attachment to both the mother and
father was found in 25% (n=1) of the male participants. Twenty-five percent (n=1) of
male participant had an anxious attachment to their father, while 25% (n=1) had a secure
attachment to their mother. In examining the pie charts provided below, none of the
participants were found to have a secure attachment to their father, only an insecure
attachment. However, 25% (n=3) of the whole sample were found to have a secure
attachment to their mother. The predominant attachment style found in both male and

female participants in maternal and paternal attachment was disorganized.
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Table 3

ACE-Q and PMR Results of Final Sample

PARTICIPANT ACE-Q

(FEMALE)

LEON 3
GEOMETRY 3
ARCHITECT

WEN 10
KIMBERLY 7

MCOTTON 3
JENN 2
HIEN 5

HP 5
MEAN 4.75
SD 2.66

PARTICIPANT ACE-Q

(MALE)
HOUSTONBOY 1
JOE 4
LI WEI 3
BROWN23 10
MEAN 4.50
SD 3.87

1 ACE scores can range from 0 to 10. PMR scores have a maximum score of 60, where higher numbers in
PA and PN indicate that psychological abuse and neglect was present in the first 18 years of a person’s life.
Lower score in PS indicate lower psychological support was present.
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Figure 1

Maternal and Paternal Attachment Styles (Female)

Maternal Attachment (Female)

-

m Secure = Anxious wAvoldant = Disorganized

Paternal Attachment (Female)

0% 0%

m Secure = Anxious = Avoidant = Disorganized

73



Figure 2

Maternal and Paternal Attachment Styles (Male)

Maternal Attachment (Male)

0%

m Secure = Anxious = Avoidant = Disorganized

Paternal Attachment (Male)

0%

m Secure = Anxious = Avoidant = Disorganized
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Additional Results

As previously mentioned, there were seven participants who had completed the
screening questionnaire and the three assessments, but did not complete the interview due
to various reasons. The demographics for each participant are presented in Table 4.
Similarly to the participants in the final sample, these participants chose their own
pseudonym. The ACE-Q and PMR scores are presented in Table 5 and the attachment
styles in Figures 3 and 4. The same scoring criteria was used for this set of data. The
attachment style results to each parent are shown in the pie charts, separated by gender.
Table 4

Demographics of Participants with Incomplete Data

Pseudonym Gender Age Ethnicity Father Alive or Parents’ divorced? Participant’s age
Deceased at Time of when parents
Study divorced
cjyeti Male 29 Korean Alive No N/A
Eric Male 27 Filipino and Other Alive Yes 0
Asian
JCT Female 30 Chinese and Other Alive Yes 5
Asian
ynmi Female 27 Japanese and Alive No N/A
Filipino
Sparkles Female 29 Chinese Alive No N/A
Luffy Male 31 Chinese and Alive No N/A
Vietnamese
AL Female 27 Japanese and Alive Yes 20
Korean

Based on the ACE-Q scores, 66.6% (n=2) of male participants endorsed exposure
to adverse childhood experiences, with scores of four and higher, indicating a high risk
for toxic stress (Felitti et al., 1998). However, while Eric scored an ACE-Q score of nine,
he scored a zero for all PMR paternal subcategories. Since he indicated that his parents
divorced at age zero, it is possible his father was not present in his life so the PMR
questions could not have been accurately answered. However, this was never confirmed.

The two male participants who scored in the higher risk ACE scale, scored the highest in
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the PMR PA and PN categories overall. Cjyeti was the only participant who scored a zero
on the ACE-Q, but based on his PMR scores, it appears some psychological abuse and
neglect was present, with lower psychological support from both parents. Fifty percent
(n=2) of the female participants scored a four or higher on the ACE-Q as well. JCT’s
PMR scores indicated lower PA and PN and higher PS from her mother, but higher PA
and PN and slightly lower PS from her father. AL scored remarkably low on the PA and
PN scales for both parents, and appeared to have PS from both parents with more PS
from her father, while she scored a five on the ACE-Q. The other 50% of female
participants (n=2) scored a two on the ACE-Q but varied in PMR scores. Ynmi indicated
that PA was present in her childhood with low PN and PS from both parents. Sparkles on
the other hand, seemed to have had higher PA and PN along with some PS from both
parents.

The attachment style results appeared to have some consistencies compared to the
final sample but also some variances. Majority of both male and female participants
(n=5) appeared to have an insecure attachment to both parents, which is consistent with
the existing literature on BPD and attachment. Interestingly, all insecure attachment
styles were described as avoidant or disorganized. None of the participants were found to
have an anxious attachment to either parent. However, 29% of the whole sample (n=2)
were found to have a secure attachment to their father, which was not found in the final
sample. Additionally, while the predominant parental attachment style in both male and
female participants was disorganized, the predominant parental attachment style in this

incomplete sample was found to be avoidant.
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Table 5

ACE-Q and PMR Results of Participants with Incomplete Data

PARTICIPANT  ACE
CJIYETI 0
ERIC 9
JCT 4
YNMI 2
SPARKLES 2
LUFFY 4
AL 5

2 ACE scores can range from 0 to 10. PMR scores have a maximum score of 60, where higher numbers in
PA and PN indicate that psychological abuse and neglect was present in the first 18 years of a person’s life.
Lower score in PS indicate lower psychological support was present.
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Figure 3

Maternal and Paternal Attachment Styles (Female)

Maternal Attachment (Female)
0%

50% 50%

s SecUre = anxious = avoidant = disorganized

Paternal Attachment (Female)

50%

» SeCUre m= anxious » avoidant = disorganized
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Figure 4

Maternal and Paternal Attachment Styles (Male)

Maternal Attachment (Male)

0%

100%

m Secure wanxious wavoidant w disorganized

Paternal Attachment (Male)

0%

m Secure wmanxious wavoidant w disorganized
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Chapter 5: Discussion

Introduction

This chapter discusses and analyzes the significant findings from Chapter Four, as
well as explores how the results address the three research questions for this study. The
qualitative results from the interviews are discussed in reference to the primary research
question and how it theorizes what the potential role fathers have in the development of
BPD symptoms in their adult children. Attachment theory and Linehan’s biosocial theory
will also be re-introduced as the emerging themes can be better understood within those
two theoretical perspectives. The quantitative results from the three assessments that the
participants completed are also discussed as this addressed the three secondary research
questions and provide supplemental support for previous research about the insecure
attachment styles closely related to those with BPD symptoms. The link between
exposure to PTE and insecure attachment is also illustrated with the quantitative results.
Implications for future research and limitations of this current study are also presented.

The present study was designed to further the understanding of BPD symptoms in
Asian Americans to build theory about how it develops and address a gap in the literature
as the existing research primary focuses on mothers rather than fathers. BPD has been a
long misunderstood mental health disorder due to the multifactorial etiology including
biological, social, caregiver environmental, and parent-child relationship factors. The
majority of the research has focused on mothers in White populations when BPD can
occur across all ethnic groups and affect males and females equally (American
Psychiatric Association, 2013). Due to this gap, this research takes a step towards

addressing the lack of Asian American and paternal studies by gathering the stories of
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individuals who exhibit BPD symptoms, assessing their level of exposure to trauma
within their childhood, and measuring their attachment style to both their mother and
father, answering this study’s research questions.

The results addressing these four research questions helped to not only support
existing research about the different factors that contribute to BPD, but also helps to
illustrate the part fathers potentially play in developing an insecure attachment and BPD
symptoms in adulthood. The results also show the insecure attachment the participants
have to their father. Collectively, the results help to better understand the etiology of BPD
and what the contributing factors may be in Asian Americans. The primary research
question of this study focuses on understanding what role fathers have in their adult
child’s development of BPD symptoms by hearing the adult child’s narrative of their
experiences with their father. The results collected from the assessments provide visual
and supplemental information regarding attachment style to both parents and the
participants’ exposure to trauma in childhood.

Value of Communication

The first key theme of this study concerns the value of communication between
father and child. All participants spoke frequently about how communication could have
been an influential part of how to better understand their father and even serve as a way
to heal from the hurt they experienced in their relationship, potentially leading to
forgiving their father. While communication is not explicitly discussed in the BPD-
related literature, this possibly speaks to the research regarding the factors that contribute
to insecure attachments in the parent-child relationship. Bowlby (1982) explained that

those early experiences between parent and child result in different attachment types. It
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could be hypothesized that a lack of communication could contribute to the disconnect
between parent and child, resulting in an insecure attachment. Furthermore, it could be
argued that communication is a key component to a strong and secure relationship
between parent and child.

In addition, the communication between parent and child, and using
communication as a way to better connect and know each other could be considered a
loving and positive experience, build human connection, and greatly impacts the
relationship (Aaronson et al., 2016; Chlebowski, 2013; Fleck et al., 2021). The literature
also shows that attachment is built through proximal processes, which can be defined by
the reciprocity of communication between parent and child (Bronfenbrenner, 1977).
Linehan’s biosocial theory (1993) explains that amongst other factors, neglect of
psychological needs is one of the components that results in BPD. It can be argued that
communication builds connection and connection is a psychological need that is crucial
in strengthening a parent-child relationship. Communication appeared to be a primary
factor with fathers. When it comes to BPD etiology, the construct of communication has
not been considered or shown before in research except as the relationships that are built
through shared experiences.

As participants discussed that communication could lead to them forgiving their
fathers through the father taking responsibility for his actions and recognizing the hurt the
participants experienced, it is important to note the value forgiveness may have in the
parent-child relationship. Forgiveness was also found to mitigate the negative impact of
child abuse (Ling & Kwok, 2017). If forgiveness can be understood as a powerful tool in

rebuilding father-child relationships, it would be worth examining how forgiveness could
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potentially serve as a protective factor against BPD-related symptoms. It is the individual
with BPD that may be tasked with forgiving as this could help them to be freed of
defining themselves against other people, in this case the father. Forgiveness could also
have clinical implications for therapeutic interventions in individual and family therapy
and be used as one of the focal points in therapy.
Needing Emotional Support

Along with the value of communication, the need for emotional support was
another theme that appeared across every interview. Similarly to communication, needing
more emotional support was highly endorsed as participants explained that the emotional
support had been absent, needing more reassurance and guidance in life, and needing
encouragement. Just as it was explained in Chapter Two, social and familial supports are
notably less in individuals with BPD (Beeney et al., 2016; Flasbeck et al., 2017; Hulbert
et al., 2011). An increase in negative interactions that impact closeness and trust was also
reported in this population (Beeney et al., 2016; Flasbeck et al., 2017). Emotional support
was even a primary theme within one study discussed in Chapter Two, where new fathers
with BPD discussed wanting to make sure that providing emotional support and guidance
was a priority for them in child-rearing (Lumsden et al., 2018). The lack of emotional
support appears to be a significant marker of the insecure relationship between father and
child and how they bond with one another. Attachment theory supports this hypothesis as
it is stated that a disruption or lack of safety in the relationship can have repercussions
involving the child having an insecure attachment to the parent (Ainsworth, 1978). It is

possible to consider that emotional support, like communication, plays a significant role
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that contributes to the attachment type to their father and the development of BPD
symptoms.

It would be important to consider how emotional support is expressed or is not
expressed impacts relationship building. Emotional support could be a component of
communication that children seek from their father, which also allows them to feel secure
and create a belief that their father is a safe homebase for them emotionally and
psychologically. In turn, creating a secure attachment rather than an insecure attachment.
Abuse/Neglect

Just as it appears in the literature, Abuse/Neglect was a theme endorsed by all
participants in this study. The abuse and neglect included physical and verbal abuse and
emotional neglect. Multiple studies showed that parental abuse was correlated to BPD
and a possible environmental transmission of BPD to their children (Fatimah et al.,
2019). Based on the results of the ECR-RS that measured the participants’ attachment
styles to their mother and father, insecure attachment to their father was consistent in
those who reported a history of abuse or neglect by their fathers. The PMR results also
supported this as psychological abuse (PA) and psychological neglect (PN) were
indicated, as well as low psychological support (PS) from the participants’ fathers. The
psychological abuse, neglect, and lack of psychological support from the fathers could
also be an intergenerational component to paternal neglect since BPD could potentially
be transmitted environmentally.

Linehan’s biosocial theory explains that part of BPD development is due to
certain environmental vulnerabilities such as psychological abuse and neglect (Linehan,

1993). These findings are consistent with the research that shows that a history of abuse
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and neglect are commonly present among those who go on to develop BPD symptoms.
The transmission would need to be further studied, especially how types of abuse,
neglect, or other mental health issues may be associated with BPD across generations.
Based on the results found in this study, all participants endorsed some degree of abuse
and/or neglect, which is consistent with the literature. However, presence of
psychological abuse and neglect alone was not found to be associated with insecure
attachment for all of the participants. While psychological abuse and psychological
neglect from mother and father were found in both male and female participants, insecure
attachment with the father was notably found in all participants, but not mothers. There
were three participants who were found to have a secure attachment with their mother
despite experiencing psychological abuse and neglect. These findings suggest that the
father-child relationship is more important than previously thought in the pathogenesis of
BPD symptoms as compared to the mother-child relationship. The role of psychological
support comes into question as 75% (n=9) of all participants scored higher in maternal
psychological support than paternal psychological support. Psychological support may
also have a more significant role in healing or mediating the psychological abuse and
neglect that was experienced.
Obstacles to Development

Obstacles to development were also presented across all interviews. Every
participant discussed having difficulty with interpersonal relationships and having trouble
managing mental health issues, which led to unhealthy relationships, medical issues, and
struggling with finding their sense of self. Research has indicated that several factors can

impact the development of BPD such as abuse and neglect, insecure attachment to
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parents, and lack of emotional and psychology safety (Diamond et al., 2014; Godbout et
al., 2019, Goto et al., 2008). This theme could suggest that the other themes discussed in
this chapter collectively have resulted in developmental obstacles that negatively impact
interpersonal relationships, physical health, and identity development. According to the
attachment theory, the nature of the parent-child relationship shapes the child’s internal
working model for relationships in the future (Ainsworth, 1978). Due to less emotional
support, communication between father and child, and the unsafe environment, it is
possible these factors contributed to the creation of insecure attachments to their
caregiver, resulting in insecure attachments to others throughout the participant’s life.
The attachment with a caregiver is so foundational that it may lead to an inability to trust
others and grow in their communities.

To expand on this idea further, it is possible that the sense of self could also
contribute to the insecure attachment in the way of how an individual with BPD may see
their worth in their father’s eyes. Taking into account the lack of emotional support, the
father not being present, minimal encouragement and validation, along with abuse and/or
neglect, the needs that were not met within the father-child relationship could help
formulate the child’s sense of worth and being seen by the father. It may beg the question
of ‘am I worthy?’ when a primary caregiver does not meet the needs of their child and
provide them with the attention and care they crave.

This study seemed to also highlight a consequence of an unhealthy father-child
relationship, unsafe home environment, and family history, which is the disruption to
interpersonal relationships. Social development appeared to suffer according to the

participants’ reports characterized by difficulty with conflict resolution, boundary setting,
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communication skills, confidence in making friends, and sustaining relationships.
According to the existing research, people with BPD tend to be at a social disadvantage,
having less social support than populations without BPD (Flasbeck et al., 2017), and
having more negative experiences in interpersonal relationships than the control group
(Beeney et al., 2016; Flasbeck et al., 2017). It could be speculated that the interactions
these participants had with their fathers created another model of how to operate in
relationships and friendships. It is possible that because the relationship between father
and child was unstable, chaotic, and even unsafe, the adult child is creating a similar
dynamic with others around them. Additionally, it is the lack of interpersonal skills that
possibly now creates the chaos in the participant’s life. The experiences children have
and the attachments they form throughout their lives seems to be largely impacted by the
father-child relationship in this study and is supported by the Attachment Theory
discussed in this paper.
Father Wasn’t Present

Another important theme that emerged throughout the interviews is the father not
being present throughout the child’s life. Presence is interpreted as physical presence in
the home or emotional presence and being there for the participant when they needed
their father. The findings shine another light onto the importance of the father being there
for their child emotionally and physically. The literal and metaphorical distance plays a
part in the attachment between parent and child, and emphasizes the insecure attachment.
When the need for closeness with a parent is not met, it solidifies the insecure attachment
to the parent and creates a working model for how the child approaches relationships in

the future. This also supports the obstacles to development theme where many of the
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participants felt their social development was stunted as they felt distrust, lack of
confidence and boundaries when interacting with peers throughout their lives. The lack of
social relationships in adulthood may be reflecting their developmental obstacles, which
could result in unhealthy, chaotic relationships in the future because the model the adult
children are working from the unhealthy and toxic relationship with their father.
Family History

While data about family history was not explicitly collected, it does appear that
family history of mental illness or generational trauma could also be contributing to the
environmental and biological transmission of BPD. This is consistent with research on
white parents that demonstrates that the parents’ experiences with abuse could be passed
down from generation to generation. Ling & Kwok (2017) found that parents who
experienced childhood abuse had an increased risk of marital issues and insecure
attachments. When applying Attachment theory (1972) and Linehan’s biosocial theory
(1993), the parent-child relationship is negatively impacted by certain vulnerabilities that
lead to maladaptive behaviors and ways of thinking. If the father had experienced trauma
in his childhood, it could possibly make him susceptible to maladaptive behaviors and
thought patterns, and emotional dysregulation. If this is manifested in the father-child
relationship, the child then creates and learns from the internal working model for
subsequent relationships. The deficiency in mirror neurons that help an individual to
understand empathy and another person’s feelings could also explain the father’s
difficulty in connecting with and being there for his child due to the trauma he has
experienced. This could be how generational trauma or BPD is transmitted throughout

the generations.
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Father Met Some Needs

Participants shared the needs their fathers met in childhood which were either
financial and educational needs or emotional needs until a certain point in their lives.
This theme is significant as it has not been directly researched previously. While it can be
attractive to assess what was missing or the negative experiences that are associated with
BPD, it is worth discussing the protective factors that may impact someone with BPD
symptoms. In Lumsden’s (2018) research about fathers with BPD and childrearing, it
discussed how many of the fathers felt becoming a father was an achievement and
experienced a great deal of pride in their child’s happiness and accomplishments. Being a
father also helped them to identify that being a father means being present for their
children and being their protector. However, there were certain challenges to being
present for their children due to their own mental health issues, which in turn, created
shame for not being a “good enough” father (Lumsden, 2018).

A cycle appeared and seemed to be supported by this study’s findings. Although
fathers were reported to be abusive and neglectful in the participants’ lives, the fathers
did meet some of the emotional and physical needs. It may be hypothesized that the
fathers struggled with their own mental health issues and were limited in their capacity to
provide emotional and relational models, which could explain why needs were limited to
financial and educational and emotional for only a certain period of time.

Unsafe Home Environment

The above themes appeared to have created an unsafe home for the participants.

The findings showed that multiple factors may have contributed to making the home feel

unsafe. Fatimah et al. (2019) found that high conflict and lack of parental involvement
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were contributing factors to BPD development, which were endorsed in the interviews.
Participants shared that their parents argued and there was conflict with their marriage,
which could be considered as a form of conflict within the home environment. The
instability in the home may have been worsened for some as there have been reports of
their father having affairs. While this subtheme wasn’t significantly endorsed in the
interviews, it is important to consider the impacts of infidelity and the child’s direct or
indirect involvement to have in making the home feel unsafe as well as to the type of
attachment it creates between parent and child. Infidelity in the marriage could been a
contributing factor in making the home unsafe as that can create instability and chaos
between the parents and the child. Witnessing infidelity could also potentially contribute
to the unhealthy working model that children create through observation, resulting in
relationship issues in the future. Therefore, the ability to navigate and operate in
interpersonal relationships could be impacted by the dynamics that were seen in the
participants’ homes.
Abandonment

The fear of abandonment is one of the key components of BPD, and is what leads
individuals with BPD to engage in frantic efforts to avoid or prevent being left due to the
implication that that individual is unlovable (American Psychiatric Association, 2013).
In the existing research, it is well known that abandonment is one of the most prominent
markers of BPD. However, in the findings for this study, abandonment was one of the
lesser endorsed themes found. Considering the gap found in the literature review, the
majority of the research focused on white populations and the relationship between

mother and child. Because research on fathers has not been studied extensively, it is not
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clearly known what the impact fathers have on BPD development. It begs the question of
how abandonment is perceived when looking at the father-child dynamic, another
construct that would benefit from further research.

Given the high endorsement of emotional neglect and lack of communication,
abandonment may be defined by the absence of emotional support and connection in the
relationship. Understanding the parental gender differences regarding the perceived
abandonment would further the understanding of the role fathers play in BPD
development. Abandonment from mother and abandonment from father could differ in its
impact on the child.

Experiences with Immigration and/or Racism

While this particular theme did not meet the 50% endorsement criterion, it was
included in the framework analysis as this potentially leads to a possible contributing
factor to BPD etiology that has not been explored. A cultural consideration is what Asian
Americans may consider communication to be and how that definition differs across
generations. Family culture, social culture, and intergenerational experiences have
influences on a person’s ability to attach and sense of belonging (Marotta, 2002). It is
possible to consider that the communication style the father used and the communication
style the child used differed, or that the communication style the adult child now differs
from the communication style in the past. This could have resulted in the emerging theme
of wishing there had been more communication, and valuing communication more now
as an adult. There seemed to be an appreciation for verbal communication and that could
help facilitate closeness to their father. Because most of the existing research is on white

participants, the cultural aspect of BPD may have been ignored as immigration and
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racism can be a form of trauma and lead to individuals struggling to adjust and acclimate
to their environment. The difficulty could also impact a person’s ability to connect, create
a support network, and feel a sense of safety in their environment.

Quantitative Analysis of Final Sample

The secondary research questions in this study were addressed through the three
assessments the 12 participants completed. The ECR-RS measured the attachment style
between each parent and child. The participants who had insecure attachments to their
mother are consistent with the previous research that showed that insecure attachment
between mother and child was common among those with BPD (Godbout et al., 2019;
Goto et al., 2008). However, the findings from this study also showed all participants
exhibited an insecure attachment to their father. Interestingly, there were three
participants who had a secure attachment to their mother. These results are important to
note as much of the existing research demonstrates that individuals with BPD have an
insecure attachment to their mother. The results here suggest the insecure attachment to
their father could be considered a predictor of BPD symptoms, not just the insecure
attachment to mothers. Alternatively, the maternal attachment may have mitigated the
negative consequences of paternal insecurity.

Additionally, the results from PMR were also consistent with previous research in
that psychological abuse (PA) and psychological neglect (PN) were present within the
formative years of the participants’ lives but also present an alternative perspective on
how psychological support can serve as a protective factor. Linehan’s biosocial theory
(1993) claims that the unsafe environment an individual is exposed to, is one of the key

components of developing BPD. Mothers with BPD were found to have five times more
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reports of abuse and neglect than mothers without BPD (Crittenden &Newman, 2010)
and were also found to struggle with attending to their own child’s emotional needs due
to their own issues (Knafo et al., 2018), which could be considered emotional neglect
from the mother due to the difficulty of taking care of her own hurt and needs and her
child’s. The experienced abuse and neglect are important to consider in this case because
two female participants were found to have a lower maternal PA and PN scores compared
to the rest of the group and higher maternal psychological support (PS) scores. These
individuals” ECR-RS result showed they had a secure attachment to their mothers. One
male participant had higher maternal PA and PN scores, but slightly lower maternal PS
scores. The psychological support these individuals received may have helped to
potentially mitigate the harmful effects of psychological abuse and neglect, resulting in a
more secure attachment compared to the rest of the sample. However, the ACE-Q scores
seemed to be slightly inconsistent with the PMR scores, but may be due to the type of
adverse childhood experiences the ACE-Q was evaluating.
Quantitative Analysis of Incomplete Sample

The results from the three assessments demonstrated some similarities and
distinctions compared to the final sample that are noteworthy. Overall, the ECR-RS
results appeared to be congruent to those of the final sample and the literature discussed
in Chapter 2 where insecure attachments are more common among those with BPD or
BPD-related symptoms. However, unlike the final sample where secure maternal
attachment was present, secure paternal attachment was found in this cohort. It is
important to consider missing data that would have helped understand the results more.

One participant had scored a zero for all paternal PMR categories. Knowing that his
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parents divorced early on in his life, it may be assumed that he actually did not qualify for
this study since one of the eligibility requirements is that the participant must have had a
father or father-figure present throughout his or her life. So, his maternal PMR results
could not be compared to his paternal results. However, it is interesting that his ACE
score was a nine out of 10, which may contribute to his exhibited BPD symptoms based
on his screening results.
Limitations

Every study is not without limitations. This section discusses the limitations of
this study including the cultural considerations, methodology, and technical issues. The
first limitation to note is the small number of male participants that completed the study
in its entirety compared to the number of female participants. While recruiting
participants, the researcher found that a significant portion of male individuals were
willing to complete the quantitative portion of the study, but when invited to participate
in the interview, there was a lack of response from these eligible participants. This may
be explained by the stigma attached to mental health and speaking openly about negative
experiences especially within the Asian culture, which speaks to a more societal and
systemic issue. Perhaps more information and education can be provided during the
recruitment process in studies that focus on more sensitive topics such as this study. This
observation is also supported by the research explaining that females are more likely to
seek treatment than males (Sansone & Sansone, 2011), which could account for the
disproportion in the sample. Nonetheless saturation was reached with both the female and

male participant data.
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Another limitation is having only male or female participants as this excludes
those of non-binary populations. Additionally, the disproportion between participants’
ethnicities is a limitation. For future research, it would be important to diversify the
sample or conduct more gender and ethnic specific studies to better the understanding of
BPD in minority populations. Overall, ethnic diversity was scarce in this study as shown
in Table 1 where 8.33% (n=1) of participants identified as Japanese and other Asian,
8.33% (n=1) was Filipino, 8.33% (n=1) was Chinese and Vietnamese, and 8.33% (n=1)
identified as other Asian, and 16.67 (n=2) identified as Indian Asian, and 25% (n=3) were
Chinese.

The third limitation of this study is that while these 12 participants met criteria for
this study through a BPD screening assessment, it does not imply that those participants
have BPD. There were three participants who reported receiving a diagnosis of BPD and
one participant who suspected they have BPD but was never evaluated. It is important to
note that the lack of diagnosis may have been a limitation to this study and that these
constructs are not to be applied to Asian populations. However, this study provides an
initial look into BPD symptomology in Asian Americans. In delimiting the scope of the
study, it is important to note that there are overlaps in the chronic exposure to trauma and
outcomes like BPD, CPTSD, and dissociation but could not be studied due to limitations
of resources.

An unanticipated limitation involved the use of technology. Participants were
recruited using social media and while there was a reCAPTCHA feature in the Qualtrics
survey to filter out bots, it appears technology has advanced. During the recruitment

phase, the researcher found several instances where bots were able to bypass the
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reCAPTCHA feature in the eligibility screening process and complete the survey
multiple times posing as different participants. The researcher found that multiple survey
responses were identical or inverse of each other. The syntax in email communication
was clearly identified as bots and not real humans.

Respondents who submitted multiple survey responses simultaneously and with
the same email domain were excluded from the study. When the researcher suspected
bots but needed further confirmation, she emailed the email addresses provided but
received replies instantaneously and observed syntax errors. Those participants were
immediately excluded from the study as well. For future consideration, valid participant
recruitment could be improved by recruiting participants from established institutions
where there are individuals diagnosed with BPD may reduce the chances of receiving
invalid data. There are several ways gathering participants could have been improved.
Recruiting participants from inpatient facilities or therapy groups for BPD in the
community may be a way to obtain eligible participants. In-person or video conferencing
during the recruitment process could also reduce the chances of receiving bots as
verification and screening can be done in real time. Also, direct communication with
mental health professionals within the community should be considered.
Recommendations for Future Research

The study’s findings provide insight into the implications for future research
related to this topic. Recommendations revolve around more focus on the Asian
American communities, cultural considerations, and methodology. Because there is very

little research on Asian Americans with BPD symptoms, there are several ways research
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can be expanded and further what is known about this topic, hopefully inspiring more
overall research on Asian Americans in the mental health field as well.

As mentioned previously, while this is a mixed methods study with a qualitative
foundation, there are possibilities for quantitative research methods to study individuals
with BPD. A quantitative study comparing each theme or subtheme in individuals with
BPD and those without BPD to measure an odds or likelihood ratio could be conducted.
One subtheme that could benefit from research is how infidelity and cheating in the
parents’ marriage is associated with BPD symptoms in their children. While only four out
of 12 participants reported their father cheating, the instability in and disruption to the
family may be associated with BPD in the child’s future. Additionally, some of the other
prominent themes that deserve more attention are communication, the father’s presence
or lack of presence, and the needs the father did meet in their child’s life. The needs the
father did meet may have served as a protective factor.

Continuing to highlight the role father’s play in BPD development, it appears that
cultures are changing in ways that make fathers more visible as primary caregivers.
Future research that may help elucidate this further might consider examining individuals
with BPD who only grew up with a father or father-figure, or studying populations with
same-sex parents. Comparing results from individuals with nonbinary parents to
individuals with heterosexual parents could provide new insights about the parental
gender differences that could not be clearly assessed in the present study.

Another important theme to expand on is how the immigrant experience and
experience with racism is associated with BPD in Asian Americans. Immigration can be

traumatic with the experiences with racism, discrimination, and stress from acclimation

97



and acculturation. The distance from other family and supportive networks can contribute
to the negative experiences of immigration and geographic transplantation. There is even
a population called “parachute kids” or children who have lived in the United States
without their parents, or “satellite kids,” who are children who have lived primarily with
only one of their parents in the U.S. (Kim, 1998; Leung, 1998). Before the 2000s,
majority of parachute kids were of Asian decent, from Taiwan, South Korea, and China
(Zhou, 1998). So not only can immigration be extremely traumatic and stressful just by
leaving one’s home country and familiarity, but there is also an added layer of loss and
separation from immediate family and significant caregivers. These losses would benefit
from further research about how these experiences can influence BPD development in
families who have immigrated to the U.S. The experience with racism is called into
question also as this could possibly shape how an individual’s working model is created
and how they interact with others in the future. Furthermore, consideration for this topic
in future studies to see how parents handle or react to racism and immigration that may
also shape their child’s internal working model.

The role of abandonment may also benefit from further clarification in future
research. Fear of abandonment is one of the key markers of BPD, however, in this study
abandonment was found to be one of the least endorsed themes. It could be argued that
the data collected from the interviews that created the Abandonment theme could be
incorporated into other themes such as Father Wasn't Present or Abuse/Neglect as
abandonment could be defined by the unstable home and father’s lack of presence.

Perhaps future studies could focus on larger gender separated samples, which could
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provide a clearer understanding of the role of abandonment in the Asian American
population.

Another recommendation for future research is the use of quantitative studies as a
way to gather more male participants or participants who may be more hesitant to
participate in a more intimate way such as in recorded interviews. As mentioned
previously, during the recruitment phase of this study, several males had completed the
assessments but did not respond when invited to participate in the interview portion. This
led to a smaller male sample size compared to the females. Perhaps conducting a purely
quantitative study may be perceived as less risky and more inviting for males with BPD
symptoms because there is more anonymity. This may help increase adherence rates in
these types of studies as well.

Clinical Implications

Lastly, this study highlighted implications to clinical work with the Asian
American community. Seeing the reports about family dysfunction, lack of
communication, and lack of safety in the home, it is understandable how difficult it is to
treat those with BPD because it is a systemic issue rather than an individualistic issue.
Early intervention with the family, focusing on communication, safety, emotional
support, and fathers being more present for their child in different ways could enhance
the relationship and reduce the possibility of developing BPD symptoms in the future.
The findings indicate that communication with the father and the father’s presence could
play significant roles in BPD development and the impact it could have on the healing
process for the adult child. Discussion about mental health in the Asian American

community is often avoided or sometimes even discouraged. If this type of discussion is
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not present, it can be assumed that communication within the family system may also
look differently than in other communities and contribute to a weaker parent-child
relationship. As part of an individual’s therapeutic journey, communication and
forgiveness could be areas of focus in therapy along with attachment-related work and
skill building for symptom management. Perhaps exploring how communication is
executed in the home could be a topic of exploration in therapy and help therapists to
guide clients through communication styles that may be more culturally receptive to help
build or rebuild the relationship. How Asian Americans communicate within the family
needs to also be discussed more as certain actions or words could be interpreted
differently depending on cultural differences, even between generations in the same
household. Extending this research and type of practice would be important to understand
and explore interventions revolving around the themes found in this study and how that
may benefit individuals in a therapeutic setting.

Another cultural consideration for working with Asian Americans with BPD
symptoms is the immigrant experience and racism. Understanding their experiences and
the impacts on family dynamics may help with the family with their development and
growth in their new environment both systemically and individually. One way of
supporting this population through the transition and perhaps years after the move is by
offering support groups of similar ethnic backgrounds revolving around immigration
experiences. In individual therapy, clinicians could facilitate conversation and approach
clients with curiosity about the family’s transition to the States, the culture shock, and the
differences between the parents’ experience and the child’s experience with moving.

Exploring the second-generation experience where the child was born in the U.S but their
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parents immigrated, is another area that that requires attentions. The different
immigration, racism, and xenophobic experiences may play a part in how individuals
form relationships, trust, and adjust to their new environment. So, gaining a better
understanding of those exposures could help the client to rewrite those experiences and
heal some of the wounds that were a result of that.

Evaluation and assessment in the clinical setting could also be expanded based on
the themes found in this study. New instruments could be created to further assess the
relationship between father and child and how psychological support impacted an
individual who exhibits BPD symptoms. If instruments were created based on the themes
found here, it may help to better understand BPD etiology on a more personal level for
the individual. Comparing those results to that of a non-BPD group may also highlight
what may be missing when conceptualizing how BPD develops. Adding to standard
clinical interview for BPD, an assessment about attachment and caregiver relationships
would be beneficial, rather than assessing only the presenting concern. The attachment
and parental relationship addition could help provide a more holistic perspective of what
influencing factors are contributing the client’s symptoms and may even help with
treatment planning in the clinical setting.

Conclusion

This mixed methods study further supported the extant literature about BPD but
also explored realms of such a complex disorder that have not been studied before. The
goal of this research was to provide a deeper understanding of what factors in the father-
child relationship contribute to BPD symptoms in adult children. Exploring this particular

relationship in Asian Americans can help understudied populations be better understood
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and hopefully contribute to the dismantling of mental health stigma in this population.
The results not only showed the pain and challenges these individuals have gone through,
but also reveal possibility and hope for healing and prevention. Communication and the
impacts of supportive, loving communication between father and child can help to foster
deeper connection, perhaps in a way that can create a more secure attachment rather than
an insecure attachment. This model can then be used to better operate in subsequent
relationships throughout a person’s life.

The resilience each of these participants have shown allowed for this study to
come alive and helped the BPD research to evolve. In future studies and clinical
practices, it is the hope that the above themes will positively influence how mental health
professionals understand and work with those with BPD or BPD symptoms, while also
remembering to consider the unique cultural experiences ethnic minorities face.
Understanding BPD etiology in Asian Americans will continue to be a process. This is
the first of hopefully many studies that will identify more themes and treatment

modalities, which will better serve and support Asian Americans with BPD.
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APPENDIX A

Demographics Information Questionnaire:

1.

10.

11.

12.

13.

14.

15.

For the purpose of this study, participants need to have had a father or father
figure (i.e., grandfather, uncle, stepparent) AND a mother or mother-figure (i.e.,
grandmother, aunt, stepparent) in their lives throughout their childhood. Based on
this, does this apply to you? (Yes, No)

How old are you?

Please choose a date (date of survey).

Please create a unique pseudonym for yourself.

Which of the following genders do you identify with? (Male, Female)

What is your ethnicity? (Chinese, Japanese, Korean, Filipino, Asian Indian,

Vietnamese, Other Asian)

. Are you Hispanic or Latino? (Yes, No)

What is your primary language? (English, Other)

What city and zip code describe your primary residence? (Needed for referral
purposes)

Are you currently working with a mental health professional? (Yes, No)

Is your father alive or deceased? (Alive, Deceased)

If deceased, how old were you when he passed?

Are your parents divorced? (Yes, No)

If your parents are divorced, how old were you when they divorced?

What is the best email to contact you? (For scheduling interview purposes)
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APPENDIX B

McLean Screening Instrument for BPD

(MSI-BPD; Zanarini et al., 2003)

Instructions: Please answer ‘yes’ or ‘no’ to the following questions to the best of your

ability.

10.

Have any of your closest relationship been troubled by a lot of arguments or
repeated breakups?

Have you deliberately hurt yourself physically (e.g., punched yourself, cut
yourself, burned yourself)? How about made a suicide attempt?

Have you had at least two other problems with impulsivity (e.g., eating binges,
spending sprees, drinking too much, and verbal outburts)?

Have you been extremely moody?

Have you felt very angry a lot of the time? How about often acting in an angry or
sarcastic manner?

Have you often been distrustful of other people?

Have you frequently felt unreal or as if things around you were unreal?

Have you chronically felt empty?

Have you often felt that you had no idea of who you are or that you have no
identity?

Have you made desperate efforts to avoid feeling abandoned or being abandoned
(e.g., repeatedly called someone to reassure yourself that he or she still cared,

begged them not to leave you, clung to them physically)?
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APPENDIX C

The Relationships Structures Questionnaire

(ECR-RS; Fraley et al., 2012)

This questionnaire is designed to assess the way in which you mentally represent
important people in your life. Please indicate the extent to which you agree or disagree
with each statement by circling a number for each item.

Please answer the following questions about your father or a father-like figure and
mother or mother-like figure:
1. It helps to turn to this person in times of need.
strongly disagree 1 2 3 4 5 6 7 strongly agree
2. 1 usually discuss my problems and concerns with this person.
strongly disagree 1 2 3 4 5 6 7 strongly agree
3. I talk things over with this person.
strongly disagree 1 2 3 4 5 6 7 strongly agree
4. | find it easy to depend on this person.
strongly disagree 1 2 3 4 5 6 7 strongly agree
5. I don't feel comfortable opening up to this person.
strongly disagree 1 2 3 4 5 6 7 strongly agree
6. | prefer not to show this person how | feel deep down.

strongly disagree 1 2 3 4 5 6 7 strongly agree

7. | often worry that this person doesn't really care for me.
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strongly disagree 1 2 3 4 5 6 7 strongly agree

8. I'm afraid that this person may abandon me.

strongly disagree 1 2 3 4 5 6 7 strongly agree

9. I worry that this person won't care about me as much as | care about him or her.

strongly disagree 1 2 3 4 5 6 7 strongly agree
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APPENDIX D

Adverse Childhood Experiences Questionnaire

(ACE-Q; Felitti et al., 1998)

While you were growing up, during your first 18 years of life:

1. Did a parent or other adult in the household often ...

Swear at you, insult you, put you down, or
humiliate you? or

Act in a way that made you afraid that you might be physically hurt?

Yes No If yes  enter

2. Did a parent or other adult in the household
often ... Push, grab, slap, or throw
something at you? or
Ever hit you so hard that you had marks or were injured?
Yes No If yes enter

3. Did an adult or person at least 5 years older than you ever...
Touch or fondle you or have you touch their body in a
sexual way? or

Try to or actually have oral, anal, or vaginal sex with you?

Yes No If yes enter 1

4. Did you often feel that ...
No one in your family loved you or thought you were important
or special? or

Your family didn’t look out for each other, feel close to each other, or support each

other?

Yes No If yes enter 1

5. Did you often feel that ...
You didn’t have enough to eat, had to wear dirty clothes, and had no one to
protect you? or
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Your parents were too drunk or high to take care of you or take you to the doctor if you
needed it?

Yes No If yes enter 1

6. Were your parents ever separated or divorced?
Yes No If yes enter 1

7. Was your mother or stepmother:
Often pushed, grabbed, slapped, or had something
thrown at her? or

Sometimes or often kicked, bitten, hit with a fist, or hit with
something hard? or

Ever repeatedly hit over at least a few minutes or threatened with a gun or knife?

Yes No If yes enter 1

8. Did you live with anyone who was a problem drinker or alcoholic or who used street
drugs?
Yes No If yes enter 1

9. Was a household member depressed or mentally ill or did a household member
attempt suicide?
Yes No If yes enter 1

10. Did a household member go to prison?
Yes No If yes enter 1
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APPENDIX E

Psychological Maltreatment Review

(PMR; Briere et al., 2012)

Children and adolescents can experience a wide range of events in their families and with
others while growing up. Some of these may have been upsetting and some of them may have
been less upsetting. Listed below are a number of things that you may have experienced when
you were growing up. There are no right or wrong answers for any of these items as
everyone’s childhood experiences are different.

When you were 17 or younger, how often did the following things happen to you in the
average year? Answer separately for your mother (or other woman who lived with you when
you were a child) and father (or other man who lived with you when you were a child). If you
had different men and/or women living with you when you were a child, pick the person who
was around the longest in your life.

If there wasn't a mother (or other woman who lived with you) or father (or other man who lived
with you) in your life, do not answer for that person.

0 1 2 3 4 5 6
Never Once a Twice a 3-5timesa 6-10timesa 11-20times Over 20
year year year year ayear times a year

1. Yelled at you.

Your mother 0 1 2 3 4 5 6
Your father 0 1 2 3 4 5 6
2. Left you alone for long periods of time, when they shouldn’t have.
Your mother 0 1 2 3 4 5 6
Your father 0 1 2 3 4 5 6
3. Wdpé side when things were bad.
Your mother 0 1 2 3 4 5 6
Your father 0 1 2 3 4 5 6
4. W3llted
Your mother 0 1 2 3 4 5 6
Your father 0 1 2 3 4 5 6
5. Acted like they didn’t seem to care about you.
Your mother 0 1 2 3 4 5 6
Your father 0 1 2 3 4 5 6

6. Praised you when you did something good.




Your mother
Your father

7. Criticized you.
Your mother
Your father

8. ¥gnbred
Your mother
Your father

[EEY

N

NN

w w

o O



0 1 2 3 4 5 6
Never Once Twice 3-5 6-10 11-20 Over
ayear ayear timesa timesa timesa 20
year year year times a
year
9. Said they loved you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
10. Said mean things about you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
11. Didn’t do things for you that they should have.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
12. Did things that let you know they loved you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
13. Called you names.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
14. Acted like you weren’t there, even though you were.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
15. Hugged you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
16. Said you were stupid.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
17. Weren’t around when you needed them.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
18. Took you places or did things with you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
19. Made fun of you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
20. Didn’t do things they said they would do for you.
Your mother 0 1 2 3 4 5
Your father 0 1 2 3 4 5
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21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

0 1 2 3 4 5
Never Once Twice 3-5 6-10 11-20
ayear ayear timesa timesa timesa

Over

year year year times a
year

Encouraged you to have friends.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Tried to make you feel guilty.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Let you down.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Tried to make you feel better when you were upset or hurt.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Ridiculed or humiliated you.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Didn’t seem to love you.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Talked to you.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Embarrassed you in front of others.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
Didn’t take care of you when they should have.

Your mother 0 1 2 3 4

Your father 0 1 2 3 4
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Helped you with homework or other things you had to do.

Your mother 0 1 2 3 4
Your father 0 1 2 3 4
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APPENDIX F

Interview Questions:

A.

1.

10.

Sense of Self/ Self-Reflection:
Is there anyone in your family that has received a BPD diagnosis? (and you)
**this is at the end at wrap up**
What was your relationship with your father like growing up?
How did your father handle disciplining growing up?
How would you describe your childhood?
Growing up, how would you describe your social interactions with peers?
a. Were you bullied or did you bully others?
What does your social support look like now?
What is the earliest memory you have of your father?
Can you think of a time in your childhood, an interaction you had with your
father, that you still think about to this day?
Were there specific needs you felt your father met in your childhood?
a. Were there specific needs you felt your father did not meet in your
childhood?
How would you have wanted to be supported and loved by your father?
History of Father:
How would you describe your father’s personality?
Is your father alive or deceased?
a. If father is deceased, when and how did he pass?

Were there any traits you admired about your father?



. What do you know about your father’s relationship with his parents (your

grandparents) was like?

. Were there any injuries, accidents, or significant events that you know of that may

have affected your father’s personality or the family dynamics?

. What was your parents’ relationship like growing up?

. Relationship with Father:

. What is your relationship with your father/ father figure now? (If alive)

a. What would you change about your relationship with him?

b. What was your relationship with your father like up until he passed away?
(If deceased)

. Are there any similarities between you and your father?

How would you describe your personality around your father?

. What is your parents’ relationship like now?

Can you tell me how you think your mental health was impacted by your father, if

at all?

If your father was in the room with us right now, what would you want to say to

him that you haven’t said before?

. Wrap- Up Questions

. With all that you have overcome, what are you most proud of about yourself?

Have you ever received a diagnosis of Borderline Personality Disorder (BPD)?

a. How old were you when you were diagnosed?



b. Is there anything you think is important for mental health professionals,
researchers, people with BPD and their loved ones to know about having

BPD?



APPENDIX G
INFORMED CONSENT
Borderline Personality Disorder: The Father’s Role in Asian Americans

Informed Consent for Participation in Research Study
Research Title: Borderline Personality Disorder: A Father’s Role in Asian Americans
Department of Counseling and Human Development, The George Washington University
IRB Number:
Principle Investigator:

My name is Erica Lee, and | am a doctoral candidate in the Counseling program
of the Graduate School of Education and Human Development Department at The
George Washington University. Thank you for volunteering for this dissertation study
that seeks to help better understand what the father’s role in shaping Borderline
Personality Disorder development in Asian Americans. You may choose to withdraw
from this study at any time without penalty.

If you choose to participate in this study, you will be asked to complete a series of
brief questionnaires and one interview: One symptom screening assessment and one
demographic information questionnaire that will determine eligibility for this study. You
will also be asked to complete three brief assessments that measure your attachment style
to your father and mother, and any levels of exposure to trauma in the first 18 years of
your life. The one semi-structured interview will explore your childhood experiences,
your father’s history, and your relationship with your father. To ensure the collected data
is interpreted as accurately as possible, you will also be asked to participate in a member
check, which is optional. This involves you reviewing the identified themes from the
interviews and providing feedback to the researcher.

The information gathered will remain confidential and your identity will be
protected. Any personal identifiers will be removed from the assessments and
transcriptions.

For questions, you may contact Erica Lee at esuh@gwu.edu. The Office of
Human Research of George Washington University can be contacted at (202) 994- 2715
or at ohrirb@gwu.edu and they can provide further information about your rights as a
research participant.

Audio Permission Form
| hereby authorize to use my audio recording for the project entitled,
Borderline Personality Disorder: A Father’s Role. | have indicated below the name | wish



mailto:esuh@gwu.edu
mailto:ohrirb@gwu.edu

to appear with my voice. | understand that by signing this form, I am allowing her to use
my voice for this expressed purpose. | further certify that I am over the age of 18 years.



APPENDIX H
Recruitment Letter
Greetings,

My name is Erica Lee, and | am a doctoral candidate in the Counseling program at The George
Washington University. As part of my dissertation, | am seeking participants for my mixed
methods research study titled “Borderline Personality Disorder: A Father’s Role in Asian
Americans.” This study has been approved by The George Washington University’s Institutional
Review Board and is under the supervision of my dissertation chair, Dr. Sylvia Marotta-Walters.

This study seeks to explore and understand the father’s role in shaping their adult child’s
development of Borderline Personality Disorder, specifically in Asian Americans, by examining
childhood experiences and attachment styles. The intended implications of this study are to better
understand the root of this disorder and help those with BPD, loved ones, and mental health
professionals better understand the complexities of this disorder.

I am recruiting participants who meet the following inclusion criteria:

At least 18 years of age

Identifies as Asian American and is living in the United States

Must be able to read at a sixth-grade level and with confidence in the English language
Must have/ had a father or father-figure and mother or mother-figure present in childhood
Must have access to an electronic device with microphone for interviews

agrwbhE

If you choose to participate in this study, you will be asked to complete:

1. One brief symptom screening assessment

a. The McLean Screening Instrument for Borderline Personality Disorder (MSI-

BPD) assesses for BPD symptoms (10 questions)
2. One brief screening interview

a. You will be asked to participate in a screening interview to determine eligibility.
If confirmed, demographic information will be gathered. This will take
approximately 15-20 minutes.

3. Three brief assessments

a. You will be asked to complete the Relationship Structures Questionnaire (ECR-
RS) that measures attachment patterns between (1) child and father and (2) child
and mother. (9 questions each)

b. The Psychological Maltreatment Review (PMR) and Adverse Childhood
Experiences Scale (ACES) to measure the levels of exposure to trauma in the
first 18 years of life. (30 questions)

4. One semi-structured Interview

a. You will be asked to participate in one semi-structured interview via Zoom

(audio only), which will last approximately 60- 75 minutes.
5.  One member check (optional)

a. You will be asked to participate in one member check lasting approximately 5-
10 minutes. In this meeting, you will be asked to review and provide feedback on
themes and codes based on the interview identified by the researcher. This
member check is completely optional and is not required for study completion.



Your participation is completely voluntary, and you may withdraw from this study at any time
without penalty. If you are interested in participating or would like more information, please
email me at esuh@gwu.edu. If you have any guestions or concerns about this study, please feel
free to reach out to Dr. Sylvia Marotta-Walters at syl@gwu.edu.

Thank you,
Erica Lee, LPC, NCC, MS


mailto:esuh@gwu.edu
mailto:syl@gwu.edu

APPENDIX I
Peer Debriefer Positionality Statement

Peer debriefing is a process to enhance research trustworthiness and methodological
rigor. As the peer debriefer for this research, | believe it is imperative to disclose my multiple
identities and associated positionality that may impact the peer debriefing process. | identify as a
Chinese, heterosexual, cisgendered, able-bodied, non-religious female. | am also a doctoral
candidate in a counselor education and supervision program who are in the same cohort with
Erica (Suh) Lee. She invited me to be the peer debriefer for her dissertation research on
examining the role of father in shaping development of Borderline Personality Disorder (BPD) in

their Asian American children.

I was born and grew up in a small town in the middle-southern mainland of China.
Mandarin is my first language and English is my second language. For the first 24 years of my
life, I was largely immersed in Chinese culture and social rules. Since 2016, | have been a non-
immigrant resident on the F-1 visa status for studying, living, and working in the United States.
Until now, I have been struggling with language barriers, acculturation, and conflicts in the
integration of my personal and professional identities. Given the research population of Asian
Americans, | see myself as both similar to and different from them. | feel naturally close to and
relate to the Asian population in general in the U.S. as we have similar looks, lifestyles, cultural
values, and we are often provided with the single choice of racial categorization as “Asian” in
demographic surveys and reports. However, | identify as a non-American that may indicate our

distinct perceptions and experiences regarding this research topic and Americanization at large.

My father plays a very important role in shaping my development and personality,
especially after the divorce of my parents when | was 13 years old. My father is a policeman that
always makes me feel so proud and more privileged than other people. As my father, he is always

very caring, supportive, determined, and confident in me. With all his love and trust, | feel lucky



but stressful and guilty sometimes when | cannot make what he expected me to do. | see my
father as my life role model because of his intelligence, determination, passion, courage,
perseverance, and confidence. He is like a bright light house in an unknown dark sea in my life.
Given the important role my father plays in my life, I have strong interest in debriefing with the
researcher’s exploration of the role of father in shaping development of Borderline Personality

Disorder (BPD) in their Asian American children.

I have knowledge base for BPD from my previous coursework in psychology and
counseling, but | have not had direct experience with BPD clients in my counseling practice.
However, | work primarily with children and their families in my current counseling practice.
Also, one of my research interests is exploring the influence of adverse childhood experiences on
the development of individuals. Therefore, | think my professional knowledge, counseling

experience, and research interests in this area are aligned with the research topic.
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