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Effectiveness of Partial Hospitalization
in the Treatment of Borderline Personality Disorder:

A Randomized Controlled Trial

Anthony Bateman, M.A., F.R.C.Psych., and Peter Fonagy, Ph.D., F.B.A.

Objective: This study compared the effectiveness of psychoanalytically oriented partial
hospitalization with standard psychiatric care for patients with borderline personality disor-
der. Method: Thirty-eight patients with borderline personality disorder, diagnosed accord-
ing to standardized criteria, were allocated either to a partially hospitalized group or to a
standard psychiatric care (control) group in a randomized controlled design. Treatment,
which included individual and group psychoanalytic psychotherapy, was for a maximum of
18 months. Outcome measures included the frequency of suicide attempts and acts of self-
harm, the number and duration of inpatient admissions, the use of psychotropic medica-
tion, and self-report measures of depression, anxiety, general symptom distress, interper-
sonal function, and social adjustment. Data analysis used repeated measures analysis of
covariance and nonparametric tests of trend. Results: Patients who were partially hospi-
talized showed a statistically significant decrease on all measures in contrast to the control
group, which showed limited change or deterioration over the same period. An improve-
ment in depressive symptoms, a decrease in suicidal and self-mutilatory acts, reduced in-
patient days, and better social and interpersonal function began at 6 months and continued
until the end of treatment at 18 months. Conclusions: Psychoanalytically oriented partial
hospitalization is superior to standard psychiatric care for patients with borderline person-
ality disorder. Replication is needed with larger groups, but these results suggest that par-
tial hospitalization may offer an alternative to inpatient treatment. 

(Am J Psychiatry 1999; 156:1563–1569)

Most patients with borderline personality disorder
are treated with nonspecialist standard psychiatric ser-
vices by using inpatient treatment, partial hospitaliza-
tion, and outpatient services as necessary. However,
more specific psychological interventions have been
developed. These include individual psychoanalytic
psychotherapy (1, 2), dialectical behavior therapy (3),
group psychotherapy (4), family therapy (5), and sup-
portive psychotherapy (6). While a number of natural-
istic outcome studies have been done, particularly of
inpatient treatment, randomized controlled trials of
outpatient treatment and partial hospitalization are
rare (7, 8).

In one of the few controlled studies of intensive out-
patient treatment of individuals with borderline per-
sonality disorder, Linehan and colleagues (3) showed
that dialectical behavior therapy was partially effec-
tive. Dialectical behavior therapy (9) is a treatment in-
corporating cognitive, behavioral, and supportive psy-
chotherapies. Skilled practitioners in an intensive
outpatient program use a combination of individual
and group approaches centered on a patient-therapist
relationship. Treatment with dialectical behavior ther-
apy for 1 year compared with standard treatment led
to a reduction in the number and severity of suicide at-
tempts and decreased the frequency and length of inpa-
tient admissions. However, there were no between-
group differences on measures of depression, hopeless-
ness, or reasons for living and, although patients re-
ceiving dialectical behavior therapy continued to show
less parasuicidal behavior at the 6-month follow-up
examination, there was no difference in measures of
self-destructive acts between groups at the 1-year
follow-up (10).
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Using a randomized design of treatment versus con-
trol (delayed treatment), Piper and colleagues (11)
found significant treatment effects after 18 weeks of
psychodynamically group-oriented partial hospitaliza-
tion for patients with both affective disorder and long-
standing personality disorder, many of whom were
borderline. Interpersonal functioning, illness symp-
toms, self-esteem, life satisfaction, and defensive func-
tioning all improved after 4 months’ treatment when
compared with the control group, and gains were
maintained at the 8-month follow-up.

Although they differed both in approach and in the
context of treatment, both controlled studies showed
promising results, having in common a well-structured
program. We developed a psychoanalytically oriented
intervention specifically targeting cases of severe bor-
derline personality disorder that integrated individual
and group psychoanalytic psychotherapy within a
limit-setting, structured, flexible, consistent, and reli-
able partial hospitalization program. The aims of this
program reflected both the therapeutic and manage-
ment difficulties of the patient with borderline person-
ality disorder, with an emphasis on the relational as-
pects of the disorder. These aims were as follows: 1) to

engage the patient in treatment; 2) to reduce general
psychiatric symptoms, particularly depression and
anxiety; 3) to decrease the number of self-destructive
acts and suicide attempts; 4) to improve social and in-
terpersonal function; and 5) to prevent reliance on pro-
longed hospital stays.

In a randomized controlled trial, we compared psy-
choanalytically oriented partial hospitalization with
standard psychiatric care in terms of effectiveness. This
report is of the first 18 months of the trial. Patients are
being followed up in twice-weekly outpatient group
psychotherapy, and data on the follow-up will be re-
ported at a later stage.

METHOD

This study was conducted at the Halliwick Psychotherapy Unit,
which forms part of the general psychiatric services of an inner-city
population of 300,000. Patients could not receive psychiatric or
medical treatment elsewhere in order to ensure accurate collection
of data.

Halliwick Psychotherapy Unit offers partial hospitalization con-
sisting of long-term psychoanalytically oriented treatment to 30 pa-
tients between the ages of 16 and 65 years who suffer from border-
line or severe personality disorder. Patients may stay in the program
for 18 months.

In the present study, we randomly assigned patients either to treat-
ment by means of partial hospitalization or to general psychiatric
services (control group). All patients referred during 1993 and 1994
were assessed by using standardized criteria for borderline personal-
ity disorder, namely, the Structured Clinical Interview for DSM-III-R
(SCID) (12) and the Diagnostic Interview for Borderline Patients
(13). A cutoff score of 7 or more was used to determine a formal di-
agnosis of borderline personality disorder. If patients met both sets
of criteria for borderline personality disorder, they were selected for
random assignment either to treatment by means of partial hospital-
ization or to standard outpatient psychiatric treatment. Patients
were excluded from the study if they also met DSM-III-R criteria
(based on the SCID) for schizophrenia, bipolar disorder, substance
misuse, or mental impairment or had evidence of organic brain dis-
order. Institutional review board approval required that patients
were able to cross over into the partially hospitalized group if the
psychiatrist in charge thought it necessary. Sixty referred patients
met the criteria for inclusion in the study. After complete description
of the study to the subjects, written informed consent was obtained,
a full clinical history was taken, and demographic information was
recorded. Ten patients refused to participate in the random assign-
ment. Six of these patients were admitted to the partial hospitaliza-
tion program and excluded from the present study, and four declined
further treatment of any type. Six other patients did not wish to par-
ticipate in regular self-assessment and therefore were not included.
There were no significant differences on any of the baseline measures
for these patients compared with those who entered the study. This
left 44 patients in the study, who were randomly assigned to the two
groups. Within the first month of the study, three patients in the con-
trol group crossed over into the partially hospitalized group after se-
rious suicide attempts leading to inpatient medical and psychiatric
treatment. Three patients (12%) in the partially hospitalized group
dropped out of treatment within 6 months. All were available for
follow-up, but crossover and dropout patients were not included in
the formal statistical analysis, leaving 19 subjects in each of the par-
tially hospitalized and control groups. No subjects dropped out of
the control group. Demographic and clinical characteristics of the
cohort of patients are shown in table 1. After random assignment,
there were no significant differences on any variable between the
two groups, including frequencies or average number of axis I and
axis II disorders. Particularly notable was the association of mood
and anxiety disorders with borderline personality disorder.

TABLE 1. Demographic and Clinical Characteristics of Pa-
tients With Borderline Personality Disorder Who Received
Psychoanalytically Oriented Partial Hospitalization or General
Psychiatric Care

Characteristic

Partially
Hospitalized 

Patients
(N=19)

Control
Patients
(N=19)

Mean SD Mean SD

Age (years) 30.3 5.86 33.3 6.60
Diagnostic Interview for 

Borderline Patients score 7.9 0.4 7.6 0.5

N % N %

Female sex 13 68 9 47
College education 7 36 3 16
Unemployed 19 100 19 100
Single 17 89 16 84
Early maternal loss 10 53 14 74
Reported sexual abuse 7 37 8 40
Reported rape 5 26 2 10
Reported physical abuse 9 47 8 42
Manifest aggression 14 73 12 63
Periodic substance abuse 9 47 8 42
Transient psychotic episodes 10 53 8 42
Psychotropic drug treatment on 

admission 18 94 17 89
Living arrangements

Sheltered accommodation 3 16 2 10
With family of origin 6 32 3 16
Alone 10 52 14 74

Axis I diagnosis
Major depression 13 70 12 62
Dysthymia 12 63 10 52
Panic 10 50 10 55
Agoraphobia 7 36 7 38
Sociophobia 2 10 3 15
Bulimia 7 38 5 25
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Treatment for the partially hospitalized group consisted of 1)
once-weekly individual psychoanalytic psychotherapy, 2) thrice-
weekly group analytic psychotherapy (1 hour each), 3) once-a-week
expressive therapy oriented toward psychodrama techniques (1
hour), and 4) a weekly community meeting (1 hour), all spread over
5 days. In addition, on a once-per-month basis, subjects had 5) a
meeting with the case administrator (1 hour) and 6) medication re-
view by the resident psychiatrist (A.B.). Therapies and informal pa-
tient-staff contact were organized in accordance with the psychoan-
alytic model of borderline personality disorder as a disorder of
attachment, separation tolerance, and mentalization (the capacity to
think about oneself in relation to others and to understand others’
state of mind) (14). Medication consisted of antidepressant and an-
tipsychotic drugs prescribed as appropriate; polypharmacy was dis-
couraged. The average length of stay was 1.45 years, and attendance
at the program’s psychotherapy sessions was 62%.

All therapy was given by psychiatrically trained nurses who were
members of the partial hospitalization program’s team but who had
no formal psychotherapy qualifications. Adherence to therapy was
monitored through supervision (twice per week with the whole
team), by using verbatim session reports, and by completion of a
monitoring form collecting information about the activities and in-
terventions of therapists. Other aspects of the partial hospitalization
program have been described elsewhere (15, 16).

We chose standard treatment in the general psychiatric services as
our control condition. This consisted of 1) regular psychiatric review
with a senior psychiatrist when necessary (on average, twice per
month); 2) inpatient admission as appropriate (admission rate=
90%, average stay=11.6 days), with discharge to nonpsychoanalytic
psychiatric partial hospitalization focusing on problem solving
(72% were partially hospitalized, with an average length of stay of 6
months); followed by 3) outpatient and community follow-up
(100%, every-2-week visits by a community psychiatric nurse) as
standard aftercare. Members of the control group received no for-
mal psychotherapy. The initial types and doses of medication were
the same for both groups. Although the control group was not con-
sidered to have received the same amount of professional attention
as the partially hospitalized group, this approach controlled for
spontaneous remission.

Measures of Outcome

Acts of self-harm and clinical measures. Suicidal acts were defined
as having the following characteristics: 1) deliberate, 2) life-threaten-
ing, 3) resulted in medical intervention, and 4) medical assessment
consistent with a suicide attempt. Criteria for acts of self-mutilation
were as follows: 1) deliberate, 2) resulted in visible tissue damage,
and 3) nursing or medical intervention required.

A semistructured interview (the Suicide and Self-Harm Inventory,
available by request from Dr. Bateman, was used to obtain details of
both suicidal and self-mutilating acts for the 6-month period before
patients entered the study. This interview asks specific questions not
only about the numbers of acts but also about the dangerousness of
acts—i.e., the presence or absence of another person, the likelihood
of being found, preparation for the act, and lethality of the act. Mul-
tiple acts over a short period of time—for example, a frenzied self-
cutting—were counted as a single act. Partially hospitalized patients
were monitored carefully with regard to self-destructive acts, and
patients in the control group were interviewed every 6 months re-
garding self-mutilation and suicide attempts. Self-reports of suicidal
and self-mutilatory acts were cross-checked with medical and psy-
chiatric records.

For all patients, a search of the hospital inpatient database was
made to obtain the number of hospital admissions and the lengths of
stay during a period of 6 months before entry into the study. The re-
sults were cross-checked with medical records. All patients were ad-
mitted to the local hospital’s psychiatric unit. Hospital admission,
length of stay, and participation in the partial hospitalization pro-
gram’s psychotherapy sessions were monitored throughout the study
for all patients.

Psychiatric symptoms. The patients’ subjective experience of
symptoms was measured by using the SCL-90-R (17). Depression
and anxiety symptoms were measured by using the Beck Depression

Inventory (18) and the Spielberger State-Trait Anxiety Inventory
(19), respectively. To assess areas targeted by psychoanalytic ther-
apy, social adjustment and interpersonal function were measured
pre- and posttrial by using the modified Social Adjustment Scale—
self-report (20) and the Inventory of Interpersonal Problems—cir-
cumflex version (21, 22). The Social Adjustment Scale—self-report
and Inventory of Interpersonal Problems—circumflex version pro-
vide an assessment of an individual’s work, leisure activities, and
family life and difficulties with interpersonal function. The reliability
and validity of all of these instruments is well established.

Monitoring of symptoms during treatment was with self-rating
questionnaires at 3-month intervals on all symptom measures except
the SCL-90-R, which was given at 6-month intervals.

Statistical Analysis

All analyses were carried out by using the Statistical Package for
the Social Sciences for Windows (version 7). The statistical approach
adopted for the analyses of the symptom data was repeated mea-
sures analysis of covariance (ANCOVA) (SPSS General Linear Mod-
els module). The baseline measure of each variable was used as a co-
variate, and the group-by-time interaction provided the measure of
the significance of treatment effect on most measures. When an in-
teraction was significant, Newman-Keuls post hoc tests were used to
test differences between groups at a particular time point. In order to
examine differences in trends between the two groups, the treatment
group-by-time interactions were decomposed, and linear and qua-
dratic polynomial components were also tested. In all repeated mea-
sures ANCOVAs, the p values for Greenhouse-Geisser corrected de-
grees of freedom are reported. When assumptions of univariate
analysis of variance were not met (either in terms of the sphericity
test or the test of equality of error variances), a more conservative
multivariate solution to the repeated measures problem was
adopted. After the application of the general linear model, diagnos-
tic plots of standardized residuals against predicted values were ex-
amined in order to confirm that the assumptions of the model were
met. The same statistical analyses were performed, including the
three crossover and three dropout subjects, leading to an identical
pattern of findings.

The distributional properties of the clinical measures did not per-
mit the application of ANCOVAs. Here the trend for change was
tested separately for each group by using a nonparametric test of
trend (Kendall’s W). In addition, differences between the two groups
could be examined at the end of treatment by using Mann-Whitney
U tests.

RESULTS

Means and standard deviations for the dependent
variables are displayed in table 2 and table 3. The ta-
bles include scores adjusted for initial values of vari-
ables where the two groups were significantly differ-
ent at intake.

Acts of Self-Harm and Clinical Measures

The number of incidents of self-mutilating behavior
decreased over the course of treatment in the partially
hospitalized group but remained constant in the control
group (figure 1). In the partially hospitalized group, the
median number of self-mutilations per 6-month period
was reduced from 9 to 1, whereas in the control group
over the same time period, the change was from 8 to 6.
The trend test was highly significant for the partially
hospitalized group (Kendall’s W=0.21, χ2=11.9, df=3,
p<0.008) but not significant for the control group



1566 Am J Psychiatry 156:10, October 1999

HOSPITALIZATION FOR PERSONALITY DISORDER

(Kendall’s W=0.05, χ2=2.4, df=3, n.s.). Group differ-
ences in the number of attempts at self-mutilation
emerged by 12 months, and the number of individuals
no longer self-mutilating was significantly greater by 18
months in the partially hospitalized group than in the
control group (χ2=7.0, df=1, p<0.008).

Individuals were interviewed and coded every 6
months for the presence or absence of suicide attempts.
Figure 1 shows the proportion of each group with re-
ported suicide attempts in the previous 6 months, on
admission, at 6 months, at 12 months, and at 18
months. In the partially hospitalized group, there was
a clear reduction from 94.7% on admission (mean=
1.68) to 5.3% (mean=0.16) at 18 months. This trend
was highly significant (Kendall’s W=0.59, χ2=33.5, df=
3, p<0.001). The same test revealed no significant
trend for the control group (Kendall’s W=0.04, χ2=2.4,
df=3, n.s.). Group differences emerged by 6 months.

The number of individuals who were no longer para-
suicidal was significantly greater in the partially hospi-
talized group than in the control group by 12 months
(χ2=4.3, df=1, p<0.05).

Changes in inpatient treatment showed a somewhat
more complicated pattern. The average length of hos-
pitalization, adjusted for preadmission values, is dis-
played in figure 2. This confirms that the average
length of hospitalization in the control group in the
last 6 months of the study increased dramatically,
whereas in the partially hospitalized group, it re-
mained relatively stable at around 4 days per 6
months. The group-by-time interaction was significant
(F=7.7, df=1, 35, p<0.01), with a highly significant
quadratic component (F=13.3, df=1, 35, p<0.001).
The post hoc tests yielded significant differences at 6
months (t=7.66, df=36, p<0.001) and 18 months (t=
13.23, df=36, p<0.001). An identical pattern emerged

TABLE 2. Spielberger State-Trait Anxiety Inventory Scores and Beck Depression Inventory Scores of Patients With Borderline Per-
sonality Disorder Who Received Psychoanalytically Oriented Partial Hospitalization (N=19) or General Psychiatric Care (N=19)

Spielberger Inventory Score Beck Depression
Inventory ScoreState Trait

Time and Group Mean SD Adjusted Meana Mean SD Adjusted Meana Mean SD Adjusted Meana

Admission
Partially hospitalized patients 68.4 7.0 66.5 6.1 36.0 7.6
Control patients 63.2 6.8 62.0 9.9 34.9 7.4

3 months
Partially hospitalized patients 66.7 7.9 65.3 65.8 5.8 64.2 36.2 7.3 36.0
Control patients 62.4 7.6 63.7 61.6 8.9 63.3 35.0 6.5 35.5

6 months
Partially hospitalized patients 64.3 12.1 62.6 62.3 9.8 61.7 36.3 8.9 35.9
Control patients 63.9 9.4 65.3 62.5 5.2 63.4 36.5 10.1 37.2

9 months
Partially hospitalized patients 60.2 12.1 58.2 60.3 7.4 59.2 30.7 10.4 30.2
Control patients 63.2 7.2 65.4 62.1 7.0 63.3 34.2 9.2 35.0

12 months
Partially hospitalized patients 55.6 9.8 53.2 60.4 7.4 59.2 26.7 8.7 26.3
Control patients 64.6 9.1 66.6 60.6 7.0 62.0 34.7 9.1 35.2

15 months
Partially hospitalized patients 53.8 9.7 53.3 56.4 8.9 54.9 23.7 5.7 23.5
Control patients 65.2 9.7 65.3 60.5 9.2 62.2 36.3 10.2 36.8

18 months
Partially hospitalized patients 52.5 11.5 51.3 56.8 9.1 55.2 20.6 7.0 20.3
Control patients 65.5 9.3 66.6 61.0 7.6 63.0 35.2 7.4 35.7

a Adjusted for baseline level.

TABLE 3. Symptom Checklist-90-R Scores of Patients With Borderline Personality Disorder Who Received Psychoanalytically Ori-
ented Partial Hospitalization (N=19) or General Psychiatric Care (N=19)

Time and Group

Global Severity Index Score Positive Symptom Total Score

Mean SD Adjusted Meana Mean SD Adjusted Meana

Admission
Partially hospitalized patients 2.50 0.58 74.1 14.5
Control patients 2.30 0.71 72.3 15.2

6 months
Partially hospitalized patients 2.40 0.51 2.4 76.6 8.5 76.3
Control patients 2.40 0.67 2.5 73.4 14.7 74.5

12 months
Partially hospitalized patients 2.20 0.60 2.2 74.8 12.2 70.3
Control patients 2.40 0.69 2.4 71.7 17.9 73.8

18 months
Partially hospitalized patients 2.10 0.82 2.1 70.7 17.3 72.0
Control patients 2.40 0.70 2.4 73.1 15.0 73.5

a Adjusted for baseline level.
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for the number of inpatient episodes (F=14.1, df=1, 35,
p<0.001, and F=19.9, df=1, 35, p<0.001, for the two-
way and quadratic components of the interaction,
respectively).

The need for medication was reduced in both
groups. In the control group, of those who were taking
medication at the start of the study, 78% were still tak-
ing medication compared to only 38% of those in the
partially hospitalized group at the end of the trial (cor-
rected χ2=4.8, df=1, p<0.03).

Self-Report Measures

Two measures of anxiety (state and trait scales from
the Spielberger State-Trait Anxiety Inventory) were
obtained from participants (table 2). Both self-re-
ported state and trait anxiety scores decreased sub-
stantially in the partially hospitalized group but re-
mained unchanged in the control group. The time-by-
group interaction was significant (F=9.2, df=1, 33, p<
0.005, and Wilks’s lambda=0.62, F=3.6, df=5, 29, p<
0.02, for state and trait scores, respectively). The poly-
nomial decomposition of the interactions revealed sig-
nificant differences in the linear component of both
interactions (F=32.9, df=1, 33, p<0.001, and F=15.1,
df=1, 33, p<0.001, for state and trait scores, respec-
tively), confirming that the slopes were significantly
different for the two groups. Post hoc analysis indi-
cated that the two groups began to report significantly
different levels of state and trait anxiety measures
from 9 months (t=4.69, df=36, p<0.001, and t=3.64,
df=36, p<0.001, respectively).

Beck Depression Inventory scores also significantly
decreased in the partially hospitalized group (table 2).
The group-by-time interaction was significant (F=13.1,
df=1, 33, p<0.001); the change was significant after 9
months (t=4.06, df=36, p<0.001) and continued
throughout treatment. The linear trend was signifi-
cantly greater for the partially hospitalized group than
the control group (F=58.3, df=1, 33, p<0.001).

On the global severity index scale of the SCL-90-R,
the group-by-time interaction was significant (Wilks’s
lambda=0.81, F=3.5, df=2, 31, p<0.05). The differ-
ences in scores were marked at 1 year and significant at
18 months (t=3.40, df=36, p<0.005) (table 3). By con-
trast, the interaction between group and time on the
positive symptom total score was not significant (F=
3.0, df=1, 32, n.s.). This indicates that it was the sever-
ity of symptom reports rather than the number of
symptoms reported that decreased in the partially hos-
pitalized group.

The total Social Adjustment Scale—self-report score
was significantly lower for the partially hospitalized
group (mean=2.8) than the control group (mean=3.3)
at the end of the study when adjusted for initial values.
The ANCOVA was highly significant (F=8.7, df=1, 33,
p<0.006). The mean total scores on the Inventory of
Interpersonal Problems—circumflex version were 2.38
(SD=0.33) and 2.31 (SD=0.32) for the partially hospi-
talized and control groups, respectively, on admission.
Whereas the scores decreased for the experimental
group during treatment to 1.86 (SD=0.36), they in-
creased slightly for the control group to 2.60 (SD=
0.29). This difference was again highly significant (F=
63.7, df=1, 34, p<0.001).

To examine predictors of improvement in the partially
hospitalized group, suicide attempts and self-mutilation
were combined into a single variable—self-harm—

FIGURE 1. Percentage of Patients With Borderline Personality
Disorder Who Received Psychoanalytically Oriented Partial
Hospitalization or General Psychiatric Care Who Attempted
Suicide or Exhibited Self-Mutilating Behavior During 6-Month
Periods

a Significant group differences (Mann-Whitney U=119, p<0.05).
b Significant group differences (Mann-Whitney U=114, p<0.03)
c Significant group differences (Mann-Whitney U=75, p<0.001).
d Significant group differences (Mann-Whitney U=110, p<0.04).
e Significant group differences (Mann-Whitney U=62, p<0.001).
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scored as a simple binary variable (present/absent).
Nonparametric correlation coefficients were computed
between the presence of self-harm and demographic,
clinical, and outcome variables for the partially hospi-
talized group. For the 19 subjects, no admission variable
predicted outcome.

DISCUSSION

Nineteen patients with borderline personality disor-
der were treated with psychoanalytically oriented par-
tial hospitalization and compared with 19 patients
treated with standard psychiatric care. The overall
aims of this program were achieved. Patients treated
with partial hospitalization for 18 months showed sig-
nificant improvement on both symptomatic and clini-
cal measures. Treatment was effective for both men
and women. No patients committed suicide. Improve-
ment in psychiatric symptoms and suicidal acts oc-
curred after 6 months, but a reduction in the frequency
of hospital admissions and the length of inpatient stays
was only clear in the last 6 months, indicating a need
for longer-term treatment. Shorter hospital stays for
the partially hospitalized group were not a result of
there being a program to which patients could return.
All inpatients within the psychiatric services were rou-
tinely discharged to psychiatric partial hospitalization
for a variable length of time, as agreed on between pa-
tient and psychiatrist.

The patients in this study represented a group of in-
dividuals with severe borderline personality disorder
who frequently harmed themselves and attempted sui-
cide, while exhibiting severe levels of depression, suf-
fering from high levels of symptomatic distress, and
demonstrating comorbidity for affective disorders. In
contrast to the study reported by Linehan and col-
leagues (3), which included only women, improvement
was observed in depressive symptoms. In both studies,
patients continued to suffer pathological levels of
symptoms at the end of treatment. Improvement of de-
pression in the partially hospitalized subjects may have
been a result of antidepressant medication (23). How-
ever, this explanation seems unlikely, since control sub-
jects received therapeutic doses of medication for
longer times, and symptomatic change occurred later
than would have been expected with antidepressants.

This study was not specifically looking at cost-effec-
tiveness; we do not have data on exact cost differences
between the two treatments. The results suggest that
offering a less structured and less intensive program
than partial hospitalization is inadequate treatment
and fails to reduce the medical risk of suicide, diminish
symptoms, or ultimately decrease the numbers and du-
rations of hospital stays. This study provides support
for initiating a full cost-benefit analysis of partial hos-
pitalization and inpatient approaches to treating bor-
derline personality disorder.

There are a number of limitations to the conclusions
that may be drawn from the study. In particular, we did

not use the minimization method of random assign-
ment, although no significant differences on baseline
variables were found between the two groups. Follow-
up data are not yet available. The numbers are small,
perhaps accounting for the absence of predictors of
outcome, and the results need replication with larger
groups to determine their generalizability. Although
three dropout and three crossover patients were ex-
cluded from the present analysis, the effect size for the
treatment group remained unchanged when they were
included. Because no resources were available for the
ongoing monitoring of treatment, it remains unclear
what the therapeutic factors are beyond the use of a
highly structured program for the treatment of person-
ality disorder. The large amount of staff time received
by the partially hospitalized patients may be responsi-
ble for their improvement, but the control group re-
ceived large amounts of staff attention through hospital
admission, nonpsychoanalytic partial hospitalization,
and extensive outpatient support. However, this treat-
ment of the control group lacked coherence, was incon-
sistently applied, particularly at times of crisis, and was
delivered by a number of uncoordinated agencies.

Only three patients (12%) dropped out of the pro-
gram and could not be reengaged. This is less than the
dropout rate found in some inpatient and outpatient
psychoanalytic treatments for borderline personality
disorder (24, 25) but similar to the 16% dropout rate
found in one study involving dialectical behavior ther-
apy (3). There are a number of possible features of psy-
choanalytic partial hospitalization that account for pa-
tients staying in treatment and benefiting from it. First,
those who miss therapy sessions are actively pursued
by phone, letter, and home visit, if necessary. Second,
factors leading to nonattendance are targeted within
individual therapy, and the reasons in terms of the pa-
tient’s current emotional state are discussed. Third, the
structured nature of the program ensures that patients
are constantly made aware of when and where to bring
problems. Contact outside of the program was limited
to prompting attendance at the next group meeting. In
contrast to practices in other psychoanalytic and be-
havioral programs, no formal contract was made,
since, in our view, patients with borderline personality
disorder frequently sabotage treatment. Discharge be-
cause of failure to meet attendance requirements is
likely to traumatically recreate the abandonment the
borderline patient both is desperate to avoid and si-
multaneously provokes. Finally, treatment with partial
hospitalization simultaneously balances support and
treatment with individual responsibility. The program
is neither too much nor too little.

We believe that a multicomponent program is neces-
sary for treatment and that its critical feature is the
way in which its components are brought together. It is
our view that the essential features of an effective pro-
gram for treating borderline personality disorder are
the following: 1) a theoretically coherent treatment ap-
proach, 2) a relationship focus, and 3) consistent appli-
cation over a period of time. This permits exploration
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of inconsistencies in the relationship patterns of pa-
tients with borderline personality disorder and identi-
fication of unconscious factors that interfere with the
possibility of change. Partial hospitalization seems a
promising, possibly cheaper, alternative to both spe-
cialist inpatient and general psychiatric treatment.
Whether it is better than intensive outpatient treatment
by specialists for severe borderline personality disorder
remains to be seen.
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