Gratzet al. Borderline Personality Disorder

Borderline Personality Disorder and Emotion Dysregulation (2022) 9:36 . .
https://doi.org/10.1186/540479-022-00207-8 and Emotion Dysregulation
RESEARCH Open Access

: : ®
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the relation between borderline personality
disorder symptoms and ineffective conflict
resolution strategies among patients

with substance use disorders

Kim L. Gratz"", Warner Myntti?, Adam J. D. Mann', Ariana G. Vidafa' and Matthew T. Tull’

Abstract

Background: Borderline personality disorder (BPD) pathology is common among patients with substance use
disorders (SUDs) and associated with a variety of negative outcomes, including worse SUD outcomes. One particu-
larly relevant outcome with links to substance use problems that is likely to be elevated among SUD patients with
BPD symptoms is ineffective conflict resolution strategies in romantic relationships. However, no research to date

has examined the relation of BPD pathology to strategies for managing conflict in romantic relationships among
patients with SUDs, or the factors that may increase the use of ineffective strategies within this population. Thus, this
study examined the relations of BPD symptoms to ineffective responses to romantic relationship conflict surrounding
substance use among residential patients with SUDs, as well as the explanatory roles of fear of compassion from and
for others in these relations.

Methods: Patients in a community-based correctional SUD residential treatment facility (N=93) completed ques-
tionnaires, including a measure of BPD symptoms, fear of compassion from and for others, and strategies for respond-
ing to conflict surrounding substance use in romantic relationships.

Results: Fear of compassion from others accounted for significant variance in the relations of BPD symptoms to the
ineffective conflict resolution strategies of reactivity, domination, and submission, whereas fear of compassion for
others only accounted for significant variance in the relation between BPD symptoms and the strategy of separation
(which is not always ineffective).

Conclusions: Together, findings suggest that it is fear of compassion from others (vs. fear of compassion for oth-

ers) that explains the relation between BPD symptoms and ineffective responses to romantic relationship conflict
surrounding substance use among SUD patients. Findings highlight the potential utility of interventions aimed at
reducing fears of compassion and increasing comfort with and tolerance of compassion from both others and oneself
among SUD patients with BPD symptoms in order to strengthen relationships and reduce risk for relapse.
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Background

Borderline personality disorder (BPD) is a serious mental
health problem characterized by pervasive dysfunction
across emotional, behavioral, and interpersonal domains
and associated with severe functional impairment, sub-
stantial mental and physical disability, and heightened
risk for a variety of self-destructive and health-compro-
mising behaviors [1-3]. Although BPD is found at rates
of 1-6% in the general population [1, 4—6], it is far more
common among inpatient psychiatric populations (where
rates of BPD range from 15 to 20%) [7-9], especially sub-
stance use disorder (SUD) populations. Indeed, evidence
suggests that BPD pathology is particularly common
among patients with SUDs, with the rate of BPD among
individuals with a SUD estimated to be 22.1% and the
rate among inpatients with a SUD estimated to be 26.7%
[10].

Notably, the presence of BPD pathology among indi-
viduals with a SUD is associated with greater dysfunc-
tion and a variety of negative outcomes, including higher
rates of suicidal and nonsuicidal self-injurious behaviors
[11], higher levels of risky behaviors [12], greater psy-
chiatric severity [13], greater physical health problems
[12], poorer psychological health [12], greater substance
use severity [12, 14, 15], and poorer SUD treatment out-
comes [13, 16]. Although limited research has examined
the relation of BPD pathology to interpersonal difficulties
in particular within SUD populations, extensive evidence
highlighting the centrality of interpersonal dysfunction
to BPD [17] suggests that the presence of BPD symptoms
among SUD patients is likely to relate to greater inter-
personal difficulties within this population as well. Given
that interpersonal relationships are theorized to play a
key role in substance use outcomes [18—20], with sup-
portive relationships protecting against relapse [21-23]
and interpersonal difficulties and conflict increasing risk
for substance use problems and relapse [24—26], identi-
fying factors that may increase the risk of interpersonal
difficulties among individuals with SUDs has great clini-
cal and public health significance. In particular, given
evidence that romantic relationship difficulties may be
especially relevant to SUD outcomes (with research
finding a unique link between conflict within roman-
tic relationships specifically [vs. conflict with relatives
and friends] and substance use problems [26]), research
focused on identifying factors associated with romantic
relationship difficulties among individuals with SUDs is
needed.

BPD pathology is a particularly relevant factor to exam-
ine in this regard, given both its elevated levels among
SUD populations and its strong links to interpersonal dif-
ficulties, including difficulties in romantic relationships.
Indeed, although interpersonal dysfunction is consid-
ered a hallmark feature of BPD pathology [17] that can
be observed across a variety of relationships (includ-
ing parent-child relationships, work relationships, and
friendships) [27-29], it may be most evident in the con-
text of romantic relationships [30], which are often char-
acterized by instability, ineffective communication, and
conflict [31-35]. More specifically, in addition to being
linked to romantic relationship dissatisfaction, prob-
lems, and conflict in general [33, 36, 37], BPD pathology
is associated with ineffective communication and con-
flict resolution strategies in particular [38]. For example,
BPD symptoms are associated with greater moment-to-
moment dominant behaviors during romantic couples’
conversations in the laboratory [38], and a BPD diagno-
sis is associated with more ineffective communication
behaviors in romantic relationships, both in general [31]
and as observed in the laboratory [35, 38, 39].

Notably, how individuals respond to conflict in roman-
tic relationships, particularly conflict surrounding their
substance use, may have important implications for
recovery or relapse among individuals with a SUD. Spe-
cifically, ineffective conflict resolution strategies can
erode relationship satisfaction and increase relationship
distress [40—43], increasing the risk for substance use
or relapse [19, 44, 45]. Thus, it is imperative to identify
factors that may increase use of ineffective strategies for
managing romantic relationship conflict among SUD
patients with BPD pathology. Such research has the
potential to identify promising targets for interventions
aimed at improving relationship satisfaction and decreas-
ing risk for relapse among at-risk individuals with a SUD.

In identifying factors that may account for the relation
between BPD pathology and ineffective strategies for
managing conflict in romantic relationships, the fear of
compassion from and for others warrants particular con-
sideration. Theorized to motivate evolutionarily-adaptive
cooperative and caring behaviors in the context of rela-
tionships [46], compassion may be defined as “a sensi-
tivity to suffering in self and others with a commitment
to try to alleviate and prevent it” [47]. Although consid-
ered adaptive for interpersonal relationships (as well as
one’s relationship to the self) [47, 48], individuals vary in
their ability and motivation to develop compassion, with
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some individuals experiencing fears of compassion both
received from others (and directed toward the self) and
felt for others [48]. These fears are theorized to be more
common among certain clinical populations, with both
theoretical and clinical literature linking fears of compas-
sion from and for others to psychopathology and inse-
cure attachment [48, 49]. Of particular relevance to the
present study, not only is BPD pathology strongly asso-
ciated with insecure attachment [50, 51], research has
found elevated levels of fears of compassion both from
and for others among individuals with BPD pathology
(relative to individuals without psychopathology) [52].

Notably, fears of compassion from and for others may
be particularly relevant to the strategies individuals
use to manage conflict, as such fears may relate to both
decreased use of nonjudgmental, affiliative, responsive,
and compromise-based strategies that are more likely to
mitigate conflict and increased use of avoidance, with-
drawal, punitive, aggressive, submissive, or dominant
strategies that are more likely to exacerbate conflict [48,
53-59]. Indeed, although limited research has examined
the relation between fears of compassion and specific
strategies for managing romantic relationship conflict,
fear of compassion for the self has been associated with
interpersonal problems [60], and fears of compassion
from and for others have been negatively associated with
empathy toward others [49]. Conversely, greater compas-
sion for others (which is inversely related to the fear of
compassion for others) has been linked to lower conflict
[47] and more affiliative goals for interpersonal interac-
tions [53, 61]. Finally, the related construct of mindful-
ness (which is theorized to be central to self-compassion,
as both require nonjudgmental self-awareness and a will-
ingness to experience and embrace potentially painful
internal experiences [62, 63]) has been positively associ-
ated with effective/constructive strategies for respond-
ing to conflict and negatively associated with ineffective/
destructive conflict strategies [40, 64].

Given the clinical and public health significance of
identifying factors associated with romantic relationship
conflict among individuals with SUDs, this study exam-
ined the relations of BPD symptoms and fears of com-
passion from and for others to ineffective responses to
romantic relationship conflict surrounding substance use
among residential patients with SUDs. Specifically, this
study examined the extent to which fears of compassion
account for the relations of BPD symptoms to ineffective
conflict resolution strategies. We hypothesized that BPD
symptoms and fears of compassion from and for others
would be positively associated with ineffective strategies
for managing romantic relationship conflict surrounding
substance use. We also hypothesized that fears of com-
passion from and for others would account for significant
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variance in the relations of BPD symptoms to ineffective
conflict resolution strategies.

Methods

Participants

Participants were 93 adult patients (39.8% female; 60.2%
male) in a community-based correctional SUD residen-
tial treatment facility in Ohio. Patients receiving treat-
ment in this facility are felony offenders referred through
the court system and required to complete alcohol and
drug testing to ensure abstinence prior to entering the
facility. The treatment program is comprised of three
stages of SUD treatment focused on increasing inde-
pendence, facilitating integration into the community,
relapse prevention, mental health, and skill development
(e.g., coping and social skills, parenting). As the stages of
treatment progress, patients are given more autonomy
and are eventually allowed to leave the center for employ-
ment opportunities and family visits. Inclusion criteria
for the current study included (1) 18years of age or older,
(2) fluent English speaker, and (3) currently in a romantic
relationship for at least 6 months.

Participants in this study ranged in age from 19 to
57 years (mean age =32.6117.76). With regard to racial/
ethnic background, 20.4% of participants identified as a
member of a racial/ethnic minoritized group, includ-
ing Black/African-American (12.9%), Latinx (6.4%),
Native American (1.1%), and other racial/ethnic minor-
itized group (1.1%); the remaining 79.6% identified as
White. Most participants reported a low annual house-
hold income, with 54.4% reporting an annual household
income of less than $10,000 and 10% reporting an annual
household income of $10,000 to $20,000. With regard
to educational attainment, 30.1% reported not complet-
ing high school, 53.8% received a high school diploma
or GED, 10.8% completed some college or technical
school, and 5.4% received a college degree. Most par-
ticipants were unemployed (87.1%), with 11.8% working
full-time and 1.1% working part-time. The mean relation-
ship duration of participants’ current romantic relation-
ship was 59.38 +57.00 months (range =6 to 252 months).
The primary substances of choice in the month prior to
treatment or involvement with the legal system for par-
ticipants in this study were methamphetamine (30.1%),
heroin (25.8%), alcohol (21.5%), cocaine (20.4%), and
other opioids or analgesics (18.3%).

Measures

The McLean Screening Instrument for Borderline Per-
sonality Disorder (MSI-BPD) [65] was used to assess BPD
symptoms. The MSI-BPD is a 10-item self-report meas-
ure of the presence versus absence of DSM BPD criteria.
Participants are asked to indicate if each item (e.g., “Have



Gratz et al. Borderline Personality Disorder and Emotion Dysregulation

you been extremely moody?”; “Have any of your clos-
est relationships been troubled by a lot of arguments or
repeated breakups?”) applies to them by responding yes
(scored as 1) or no (scored as 0). Items are summed to
create a continuous BPD symptom variable reflecting
the overall number of endorsed BPD symptoms (a=.86
in this sample). The MSI-BPD has been widely used in
both community [66] and clinical [67] samples. MSI-BPD
scores have been found to demonstrate good reliability
and construct and concurrent validity, as well as strong
convergent validity with other well-established measures
of BPD features [65, 67, 68].

The Fears of Compassion Scale (FOCS) [48] was used
to measure participants’ fears of receiving and giving
compassion. The FOCS is a 28-item self-report meas-
ure assessing fears of compassion across three domains:
fear of compassion for self (15 items; e.g., “I worry that
if I start to develop compassion for myself I will become
dependent on it”), fear of compassion for others (10
items; e.g., “People will take advantage of you if you are
too forgiving and compassionate”), and fear of compas-
sion from others (13 items; e.g., “Feelings of kindness
from others are somehow frightening”). Participants are
asked to respond using a 5-point Likert-type scale rang-
ing from O (don’t agree at all) to 4 (completely agree),
with higher scores indicating greater fears of compas-
sion. Given the focus of this study on fears of compas-
sion involving others (vs. the self), only the subscales
assessing fears of compassion from others and for oth-
ers were included in the present study (as=91 and .88,
respectively, in this sample). Support has been provided
for the construct validity of the FOCS and its subscales,
with scores on the FOCS subscales (including the two
subscales used in this study) demonstrating positive asso-
ciations with psychopathology and self-criticism and
negative associations [48, 49, 69] with mindfulness and
self-compassion [48, 49]. Moreover, scores on the FOCS
have been found to distinguish between therapists and
college students and between individuals with BPD and
without psychopathology in meaningful and expected
directions (i.e., lower scores among therapists and higher
scores among individuals with BPD) [48, 52].

The Romantic Partner Conflict Scale (RPCS) [43]
was used to assess strategies for responding to conflict
in romantic relationships. The RPCS asks participants
to think of a significant conflict they’ve had with their
romantic partner recently and then indicate the extent to
which each possible way of responding to conflict applies
to them on a 5-point Likert-type scale (0=strongly disa-
gree with statement, 4=strongly agree with statement).
For the purposes of this study, instructions were modi-
fied to ask participants to think about a typical conflict
they have with their current romantic partner about
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substance use in particular. The RPCS has six subscales:
compromise (14 items; e.g., “My partner and I negotiate
to resolve our disagreements”), avoidance (3 items; e.g.,
“I avoid disagreements with my partner”), interactional
reactivity (6 items; e.g., “When my partner and I disa-
gree, we argue loudly”), separation (5 items; e.g., “When
we have a conflict, we separate but expect to deal with
it later”), domination (6 items; e.g., “I try to take control
when we argue”), and submission (5 items; e.g., “Some-
times I agree with my partner so the conflict will end”).
One of these subscales assesses an effective/constructive
strategy for responding to conflict (i.e., compromise) and
the other five assess ineffective/destructive or potentially
ineffective strategies. Specifically, whereas compromise is
considered an effective strategy and domination, submis-
sion, and reactivity are considered ineffective or mala-
daptive strategies [43, 70], separation and avoidance have
been conceptualized as more or less effective depending
on the context (with some researchers considering sep-
aration to be adaptive and avoidance to be maladaptive
[70] and others considering both strategies to vary in
effectiveness depending on the circumstances surround-
ing their use [43]).

RPCS scores have been found to demonstrate adequate
test-retest reliability and construct and criterion validity,
including significant associations in expected directions
with another measure of ineffective and effective con-
flict resolution strategies [43]. Likewise, evidence for the
convergent and divergent validity of RPCS scores with
measures of relationship satisfaction, communication,
respect, and adaptive versus maladaptive types of passion
has been provided [43, 70]. Given the focus of this study
on the factors associated with ineffective strategies for
responding to romantic relationship conflict, the current
study focused on only the five subscales assessing ineffec-
tive or potentially ineffective conflict strategies (as > .80
in this sample).

A self-report version of the Addiction Severity Index
(ASI) [71] was used to assess current romantic relation-
ship status (including length of the current relationship),
as well as participants’ primary substances of choice in
the month prior to treatment or involvement with the
legal system. The ASI assesses seven potential problem
areas among individuals who use substances, includ-
ing medical status, employment/support status, alcohol/
drugs, legal status, family history, family/social relation-
ships, and psychiatric status. This study used the modules
assessing family/social relationships and alcohol/drugs.
Items assessing current relationship status and length of
the current relationship were used to determine eligibil-
ity for inclusion in the current study. The item assessing
participants’ primary substances of choice was used to
characterize the sample.
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Procedure

The university’s Institutional Review Board and the
Executive Vice President of Operations and Executive
Director of the treatment facility reviewed and approved
all study procedures. To be eligible to participate in the
larger study from which these data were drawn, partici-
pants were required to be >18years of age and speak
English. Treatment facility staff identified eligible partici-
pants who were then given information about the study
by a member of the research team. Following provision
of written informed consent, participants completed a
series of questionnaires. Participants were compensated
for their time.

Analysis plan

After computing descriptive statistics for the primary
variables of interest, correlation analyses were conducted
to examine interrelations among the primary variables of
interest. To identify covariates for primary analyses, asso-
ciations between relevant demographic and relationship
variables (i.e., age, racial/ethnic background, sex assigned
at birth, and length of current romantic relationship) and
the outcome variables of interest were examined using
correlation analyses. Variables found to be significantly
correlated with the outcome variables were included as
covariates in primary analyses [72]. Finally, the PRO-
CESS (version 3.5) macro for SPSS (Model 4) [73] was
used to examine the indirect relations of BPD symptoms
to potentially ineffective conflict resolution strategies
through fears of compassion from and for others. This
model allowed us to examine whether fears of compas-
sion accounted for significant variance in the relations
between BPD symptoms and the use of potentially inef-
fective conflict resolution strategies. Indirect relations
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were evaluated using bias-corrected 95% confidence
intervals based on 5000 bootstrap samples [73].

Results

Preliminary analyses

Descriptive statistics for and correlations among the pri-
mary variables of interest are presented in Table 1. BPD
symptoms were significantly positively correlated with
fears of compassion for and from others, as well as three
of the strategies for responding to romantic relationship
conflict, including reactivity, domination, and separation.
Likewise, fear of compassion for others was significantly
positively associated with reactivity, separation, and
domination, and fear of compassion from others was sig-
nificantly positively associated with reactivity, separation,
domination, and submission.

Identification of covariates

Results of analyses examining correlations between rel-
evant demographic and relationship characteristics and
the outcome variables revealed significant negative asso-
ciations of age with both domination (r=—.23, p=.028)
and submission (r=-—.28, p=.007). All other correla-
tions between potential covariates and outcomes vari-
ables were not significant (rs < |.18|, ps>.085). Thus, age
was included as a covariate in primary analyses involving
domination and submission.

Primary analyses

Results of analyses examining the indirect relations of
BPD symptoms to potentially ineffective conflict resolu-
tion strategies through fears of compassion from and for
others are presented in Table 2. Given that BPD symp-
toms and fears of compassion for and from others were

Table 1 Correlations among and Descriptive Statistics for Primary Variables of Interest (N=93)

Variables 1 2 3 4 5 6 7 8

1. BPD symptoms -

2.FOC for others 26" -

3. FOC from others 347 77 -

4. Avoidance .00 —.03 07 -

5. Interactional reactivity 22 317 407 —.04 -

6. Separation 32" 45 35" -03 367 -

7. Domination 33" 21 34" -7 71 347 -

8. Submission a2 20 33" 21 52 21 45" -

M 550 20.32 2244 8.73 11.35 10.69 9.28 9.10
SD 320 9.40 11.78 298 857 5.70 738 5.74
Note. BPD

Borderline personality disorder, FOC Fear of compassion. Range of possible scores: BPD symptoms (0-10); fear of compassion for others (0-40); fear of compassion
from others (0-52); avoidance (0-12); interactional reactivity (0-24); separation (0-20); domination (0-24); submission (0-20)

*p<.05.**p<.01
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not significantly associated with the conflict resolution
strategy of avoidance, this strategy was not examined.

Analyses revealed significant indirect relations of BPD
symptoms to interactional reactivity, domination, and
submission through fear of compassion from others, and
to separation through fear of compassion for others.

Discussion

This study sought to examine the relations of BPD symp-
toms to ineffective responses to romantic relationship
conflict surrounding substance use among residential
patients with SUDs, as well as the explanatory roles of
fear of compassion from and for others in these relations.
Given that how individuals respond to conflict in roman-
tic relationships may have important implications for
recovery and relapse among individuals with SUDs [40-
45], identifying factors that may increase the use of inef-
fective conflict resolution strategies among SUD patients
with BPD pathology has the potential to highlight prom-
ising targets for interventions aimed at decreasing risk
for relapse among this at-risk population. Providing par-
tial support for study hypotheses, at a zero-order level,
BPD symptoms were significantly associated with three
of the strategies for responding to romantic relationship
conflict examined here, including interactional reactiv-
ity, domination, and separation. These findings add to
the literature on the negative outcomes associated with
BPD pathology among individuals with a SUD [11, 12,
16], extending the extant research in this area to negative
interpersonal outcomes as well.

Specifically, these findings suggest that BPD symptoms
among patients with SUDs are associated with the greater
use of two conflict resolution strategies considered to be
ineffective and destructive to relationships: reactivity and
domination [43, 69, 74]. Given the association between
romantic relationship problems and negative substance
use outcomes [26, 44, 45], these findings highlight a
potential mechanism (i.e., ineffective conflict resolu-
tion strategies) that may explain the association between
BPD pathology and worse SUD outcomes among SUD
patients [13, 16]. Findings of the greater use of reactivity
and domination among SUD patients with greater BPD
symptoms are consistent with past research highlight-
ing the relation of BPD pathology to both interpersonal
reactivity in general and domination in particular in the
context of romantic relationships [39, 75]. Results of this
study also extend extant research on the conflict resolu-
tion strategies associated with BPD by providing support
for a relation between BPD symptoms and the strategy
of separation. Notably, unlike the strategies of reactivity
and domination, separation is not considered to be an
inherently problematic conflict resolution strategy, as its
effectiveness is thought to vary depending on the context
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and the nature of the interaction [43, 70]. Thus, these
findings suggest that BPD pathology may be related to a
variety of conflict resolution strategies that vary in their
effectiveness.

Providing partial support for study hypotheses, fear of
compassion from others accounted for significant vari-
ance in the relations of BPD symptoms to the ineffective
conflict resolution strategies of reactivity, domination,
and submission (all of which are considered destructive
to relationships [43, 70]). Conversely, fear of compas-
sion for others only accounted for significant variance
in the relation between BPD symptoms and separation
(a strategy that is not always ineffective). Together, these
findings suggest that it is fear of compassion from others
(vs. fear of compassion for others) that explains the rela-
tion between BPD symptoms and ineffective responses
to romantic relationship conflict surrounding substance
use. Although further research is needed to clarify why
this is the case, it is possible that the fear of compassion
from others in particular may drive behaviors intended
to minimize the likelihood of receiving compassionate
responses from one’s romantic partner in an effort to
protect oneself from the fears and perceived threats asso-
ciated with positive evaluations from others or experi-
ences of closeness or affiliative emotions [2, 49, 76, 77].
Indeed, BPD pathology has been linked to both the fear
of positive evaluation [2, 77] and the fear of positive emo-
tions [78], both of which may prompt the avoidance of
affiliative emotions and related experiences [47, 77-79].
Although understandable as a self-protective mechanism,
these behaviors are likely to have unintended negative
consequences, increasing relationship distress/dissatis-
faction and, ultimately, risk for relapse among individuals
with substance use problems.

In the context of BPD pathology in particular, it is pos-
sible that the use of ineffective conflict resolution strate-
gies to avoid affiliative emotions and related experiences
of vulnerability or closeness is driven (in part) by efforts
to protect oneself from the pain associated with the
inevitable cessation of positive emotions. For example,
affective contrast theory [80] suggests that the impact of
an emotional experience is dependent on the extent to
which it contrasts with a previous emotional state, with
studies finding that negative emotions are perceived
as more aversive when preceded by a positive emotion
[81]. Given the combination of heightened emotional
and interpersonal sensitivity in BPD (including intense
emotional suffering and fears of abandonment and rejec-
tion) [2, 75], individuals with elevated BPD symptoms
may be particularly likely to experience affiliative emo-
tions as threatening due to fears that the negative emo-
tions that will inevitably replace these positive emotions
will be experienced as even more aversive. Alternatively,
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this emotional and interpersonal sensitivity may inter-
fere with the experience of positive emotions to such
an extent that these emotions are so foreign that they
are perceived as threatening and not able to be trusted
[2]. Then again, given the greater overlap between fear
of compassion from others (vs. for others) and fear of
self-compassion [48, 49], as well as findings of a strong
negative association between BPD pathology and self-
compassion [82, 83], it may be that the fear of compas-
sion from others (vs. for others) is simply more relevant
to BPD pathology in general.

Results must be considered in light of limitations pre-
sent. First, data were correlational and cross-sectional.
Thus, although we were able to examine if fears of com-
passion from and for others accounted for significant
variance in the relations of BPD symptoms to ineffective
conflict resolution strategies, we cannot draw any conclu-
sions about the temporal relations among these factors or
the extent to which fears of compassion predict the use
of ineffective conflict strategies. Indeed, although the
proposed model is grounded in theoretical and empirical
literature on BPD, fears of compassion, and conflict, the
examined relations are likely complex and bidirectional.
For example, repeated use of ineffective conflict resolu-
tion strategies could increase fears of compassion and/
or exacerbate BPD symptoms. In the absence of prospec-
tive data, results of this study should be interpreted with
caution and require replication in prospective longitudi-
nal and micro-longitudinal (e.g., ecological momentary
assessment) studies.

Additionally, our exclusive reliance on self-report
measures introduces the potential for recall and social
desirability biases. Thus, future studies would benefit
from using clinician-administered interviews and behav-
ioral observations of responses to conflict. Likewise,
although the measure of conflict resolution strategies
used in this study has good psychometric properties,
there are limitations associated with assessing aspects
of interpersonal relationships and interpersonal interac-
tions among one member of a dyad only. Future studies
should therefore include partner reports of conflict reso-
lution strategies as well. In addition, laboratory-based
studies of romantic partner dyads that assess responses
to conflict in the laboratory would be particularly useful
for examining more nuanced associations among BPD
pathology, fears of compassion, and responses to roman-
tic relationship conflict, as well as determining the effec-
tiveness of the conflict resolution strategies employed.
Finally, our study utilized a sample of patients in a com-
munity-based correctional SUD residential treatment
facility. Given evidence that patients in residential SUD
treatment facilities are characterized by more severe
symptom presentations [84], findings from this study
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may not generalize to outpatient SUD samples or com-
munity adults with SUDs. Likewise, given that only one
fifth of our sample identified as a member of a racial/
ethnic minoritized group, findings may not generalize to
individuals from more diverse racial/ethnic backgrounds.
Thus, replication of these findings in other SUD samples,
including more ethnically and racially diverse samples, is
needed.

Conclusions

Despite limitations, the results of this study add to the
literature on the negative outcomes associated with BPD
pathology among individuals with SUDs, highlighting
the relevance of both BPD symptoms and fear of com-
passion from others to ineffective responses to romantic
relationship conflict surrounding substance use among
SUD patients. In particular, findings suggest that the fear
of compassion from others explains the relation between
BPD symptoms and ineffective conflict resolution strate-
gies within this population. These findings highlight the
potential utility of interventions aimed at reducing fears
of compassion and increasing comfort with and tolerance
of compassion from both others and oneself among SUD
patients with BPD symptoms in order to strengthen rela-
tionships and reduce risk for relapse.
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