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Objective: The purpose of this study was
to characterize the course of 24 symp-
toms of borderline personality disorder in
terms of time to remission.

Method: The borderline psychopathol-
ogy of 362 patients with personality disor-
ders, all recruited during inpatient stays,
was assessed using two semistructured in-
terviews of proven reliability. Of these,
290 patients met DSM-III-R criteria as well
as Revised Diagnostic Interview for Bor-
derlines criteria for borderline personality
disorder, and 72 met DSM-III-R criteria for
another axis II disorder. Over 85% of the
patients were reinterviewed at five dis-
tinct 2-year follow-up waves by interview-
ers blind to all previously collected infor-
mation.

Results: Among borderline patients, 12
of the 24 symptoms studied showed pat-
terns of sharp decline over time and were
reported at 10-year follow-up by less than
15% of the patients who reported them at

baseline. The other 12 symptoms showed
patterns of substantial but less dramatic
decline over the follow-up period. Symp-
toms reflecting core areas of impulsivity
(e.g., self-mutilation and suicide efforts)
and active attempts to manage interper-
sonal difficulties (e.g., problems with de-
mandingness/entitlement and serious
treatment regressions) seemed to resolve
the most quickly. In contrast, affective
symptoms reflecting areas of chronic dys-
phoria (e.g., anger and loneliness/empti-
ness) and interpersonal symptoms reflect-
ing abandonment and dependency issues
(e.g., intolerance of aloneness and coun-
terdependency problems) seemed to be
the most stable.

Conclusions: The results suggest that
borderline personality disorder may con-
sist of both symptoms that are manifesta-
tions of acute illness and symptoms that
represent more enduring aspects of the
disorder.

(Am J Psychiatry 2007; 164:929–935)

Numerous cross-sectional divisions of the symptoms
of borderline personality disorder have been proposed,
some reflecting clinical experience (1, 2) and others de-
rived through statistical analyses (3–6). All of these classi-
fications have sought to bring greater conceptual clarity to
the borderline diagnosis by grouping symptoms into clin-
ically coherent sectors of psychopathology.

The results of two longitudinal studies (7–9) suggest that
some borderline symptoms resolve more quickly than
others. This finding has led to two distinct but overlapping
conceptualizations of the nature of the symptoms of the
disorder. In the first, based on 6 years of prospective fol-
low-up in the McLean Study of Adult Development, some
of the 24 symptoms of borderline personality disorder
studied were described as acute and others as tempera-
mental (9, 10). In this “complex” model of borderline psy-
chopathology, acute symptoms, which are seen as akin to
the positive symptoms of schizophrenia, seem to resolve
relatively rapidly, are the best markers for the disorder (2),
and are often the immediate reason that costly forms of
treatment, such as psychiatric hospitalization, are needed.
In contrast, temperamental symptoms (so named because

results of longitudinal studies of temperament suggest
that temperament is innate but not immutable [11]) seem
to resolve more slowly, are not specific to borderline per-
sonality disorder, and are closely associated with ongoing
psychosocial impairment. They are seen as akin to the
negative symptoms of schizophrenia. Among the symp-
toms studied, the prevalence of five core borderline symp-
toms was found to decline with particular rapidity: quasi-
psychotic thought, self-mutilation, help-seeking suicide
efforts, treatment regressions, and countertransference
problems. In contrast, feelings of depression, anger, and
loneliness/emptiness were the most stable symptoms.

In the second conceptualization, the 2-year results of
the Collaborative Longitudinal Personality Disorders
Study were interpreted to suggest a similar model of bor-
derline (and other axis II) psychopathology (12, 13). This
“hybrid” model divides symptoms into symptomatic be-
haviors and traits. Traits are seen as fundamental and en-
during. Symptomatic behaviors, in contrast, are seen as
both more episodic and reactive in nature, arising as a
means of coping with or defending against these more
core propensities or traits. Among the nine DSM-IV symp-
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toms of borderline personality disorder studied, impulsiv-
ity and anger were found to be the most stable symptoms,
while abandonment fears and physically self-destructive
acts were found to be the least stable.

Given the relatively brief follow-up periods in those two
studies, however, the long-term course of the symptoms of
borderline personality disorder remains unclear.

This is the first study to assess the time to remission of
borderline personality disorder symptoms over 10 years
of prospective follow-up. While our earlier study involv-
ing the prevalence of 24 borderline symptoms over 6
years of follow-up provided preliminary data on the
course of these symptoms, the longer follow-up period of
the current study, along with a focus on time to remis-
sion, provides a sufficient time frame and the appropri-
ate analytic strategy to assess the rapidity of symptom
resolution for each of the symptoms of this slowly evolv-
ing disorder. This is also the first study to assess speed of
symptom resolution as a component of a theoretical
model of the nature of the symptoms of borderline per-
sonality disorder—a “complex” model that involves the
specificity and the social consequences of symptoms as
well as their time to remission.

Method

All participants were initially inpatients at McLean Hospital in
Belmont, Mass. All were between the ages of 18 and 35, had a
known or estimated IQ ≥71, were fluent English speakers, and had
no history or current symptoms of schizophrenia, schizoaffective
disorder, bipolar I disorder, or an organic condition that could
cause psychiatric symptoms. The study procedures were ex-
plained, and written informed consent was obtained. Each pa-
tient then underwent a thorough diagnostic assessment by a
master’s-level interviewer who was blind to the patient’s clinical
diagnoses. Three semistructured diagnostic interviews were ad-
ministered: the Structured Clinical Interview for DSM-III-R Axis I
Disorders (SCID-I) (14), the Revised Diagnostic Interview for Bor-
derlines (DIB-R) (15), and the Diagnostic Interview for DSM-III-R
Personality Disorders (DIPD-R) (16). The interrater and test-re-
test reliability of all three of these measures have been found to be
good to excellent (17, 18).

At each of five follow-up waves 24 months apart, axis I and II
psychopathology was reassessed by staff members blind to base-
line diagnoses. Informed consent was obtained again in each
case, and the diagnostic battery was readministered. The follow-
up interrater reliability (i.e., within one generation of follow-up
raters) and follow-up longitudinal reliability (from one genera-
tion of raters to the next) of these three measures have also been
found to be good to excellent (17, 18).

The time to remission of a symptom was defined in terms of
the follow-up wave in which that symptom was first observed to

TABLE 1. Percentage of Patients With Borderline Personality Disorder and Comparison Patients With Other Axis II Disor-
ders Who Retained Borderline Symptoms From Baseline Through Five 2-Year Follow-up Periodsa

Symptom

Patients With Borderline Personality Disorder

Follow-Up Year

Baseline 2 4 6 8 10

N % % % % %
Affective features

Chronic/major depression 286 90.7 76.2 62.8 47.0 37.4
Chronic feelings of helplessness/hopelessness/worthlessness/guilt 285 85.0 72.7 51.8 39.5 33.3
Chronic anger/frequent angry acts 276 89.2 79.7 68.7 55.7 45.5
Chronic anxiety 274 90.2 79.1 57.4 46.8 36.1
Chronic loneliness/emptiness 286 86.2 76.6 62.1 51.1 35.9

Cognitive features
Odd thinking/unusual perceptual experiences 256 74.6 59.6 44.3 31.0 18.6
Nondelusional paranoia 248 73.0 56.7 45.7 34.7 22.6
Quasi-psychotic thought 164 48.9 31.9 18.7 7.6 2.9

Impulsive features
Substance abuse/dependence 142 64.7 40.0 25.0 18.4 7.7
Sexual deviance 78 31.0 11.3 7.0 4.2 4.2
Self-mutilation 234 58.5 35.1 23.5 16.2 7.6
Manipulative suicide efforts 236 56.4 30.4 16.9 9.2 4.2
General impulsivity 272 83.9 67.4 52.1 38.8 27.0

Interpersonal features
Intolerance of aloneness 267 81.9 66.2 55.1 41.6 25.4
Abandonment/engulfment/annihilation concerns 267 78.1 60.9 48.1 35.4 23.0
Counterdependency/serious conflict over help/care 277 87.6 73.8 57.2 42.4 23.2
Stormy relationships 227 74.7 53.6 37.0 22.9 10.7
Dependency/masochism 267 82.4 66.1 54.3 44.1 22.1
Devaluation/manipulation/sadism 251 77.0 55.6 32.1 22.3 10.4
Demandingness/entitlement 180 56.0 39.4 17.8 7.3 5.0
Treatment regressions 127 47.7 20.4 9.4 0.9 0.0
Countertransference problems/“special” treatment relationships 139 46.5 17.3 5.5 0.0 0.0

DSM-III-R criteria not included in DIB-R
Affective instability 261 72.1 55.0 39.5 22.2 12.9
Serious identity disturbance 228 60.2 39.0 18.0 7.3 2.7

a Percentages of individuals still having symptoms at postbaseline time points were calculated on the basis of the number having a given
symptom at that time point divided by the number of individuals who originally had the symptom minus those who were not followed up
at that time point.

b Model failed to converge.
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have remitted. Thus, time to remission of a symptom would be 2
years for persons who first achieved remission of that symptom
during the first follow-up period (the first 24 months after base-
line), 4 years for those who first achieved remission of the symp-
tom during the second follow-up period, and so on.

To compare time to remission between patient groups, we used
a Cox proportional hazards model that accounted for discrete
failure times by using the exact partial likelihood (equivalent to
conditional logistic regression where groups are defined by the
risk sets and the outcome is remission), as implemented in Stata,
release 9 (Stata Corp., College Station, Tex.). Age, sex, and race
were included in these models as covariates. Alpha was set at 0.05,
two-tailed.

Results

A total of 290 patients met both DIB-R and DSM-III-R
criteria for borderline personality disorder, and 72 pa-
tients who did not meet either criteria set for borderline
personality disorder met DSM-III-R criteria for at least one
other axis II disorder. Baseline demographic data have
been reported previously (9). Briefly, of the overall sample
of 362 patients, 77% (N=279) were female and 87% (N=
315) were white. The sample’s mean age was 27 years (SD=
6.3), the mean socioeconomic status on the Hollingshead-
Redlich Scale was 3.3 (SD=1.5) (where 1=highest and 5=

lowest), and the mean Global Assessment of Functioning
Scale score was 39.8 (SD=7.8), indicating major impair-
ment in several areas, such as work or school, family rela-
tions, judgment, thinking, or mood.

Attrition was low, with 85% (N=309) of patients in the
overall sample reinterviewed at all five follow-up waves. Of
the original 290 borderline patients, 275 were reinter-
viewed at 2 years, 269 at 4 years, 264 at 6 years, 255 at 8
years, and 249 at 10 years. Of the original 72 axis II com-
parison patients, 67 were reinterviewed at 2 years, 64 at 4
years, 63 at 6 years, 61 at 8 years, and 60 at 10 years. Of the
41 borderline patients (14%) who were no longer in the
study at the 10-year assessment, 12 committed suicide, six
died of other causes, 10 discontinued their participation,
and 13 were lost to follow-up. Of the 12 axis II comparison
patients (17%) no longer participating, one committed
suicide, four discontinued their participation, and seven
were lost to follow-up.

No significant differences were found in key baseline
demographic and clinical variables between the border-
line patients who remained in the study through all five
follow-up periods and those who did not. In the axis II
comparison group, those who remained in the study were
several years older on average than those who did not

Comparison Patients With Other Axis II Disorders

Analysis

Follow-Up Year

Baseline 2 4 6 8 10

N % % % % % Hazard Ratio 95% CI p

58 74.1 57.2 35.9 23.9 20.2 0.67 0.54–0.82 <0.001
52 75.5 36.7 15.7 11.3 11.3 0.59 0.47–0.73 <0.001
60 70.4 49.2 29.1 22.9 15.8 0.54 0.44–0.67 <0.001
52 65.7 51.3 26.7 18.5 11.8 0.59 0.48–0.73 <0.001
54 80.2 64.0 36.7 21.6 14.4 0.66 0.54–0.82 <0.001

35 56.5 26.8 14.9 11.9 4.0 0.62 0.48–0.79 <0.001
28 59.3 36.3 16.1 16.1 5.4 0.71 0.54–0.95 0.018
14 35.7 0.0 0.0 0.0 0.0 0.55 0.33–0.93 0.027

24 52.4 23.8 14.3 4.8 4.8 0.64 0.45–0.91 0.013
8 71.4 42.9 14.3 0.0 0.0 1.42 0.84–2.42 0.194

12 41.7 0.0 0.0 0.0 0.0 0.58 0.34–1.00 0.052
37 9.1 6.1 6.1 0.0 0.0 0.41 0.27–0.63 <0.001
45 60.0 49.8 44.4 30.5 17.4 0.81 0.64–1.01 0.062

47 70.5 47.4 33.2 30.8 13.7 0.77 0.62–0.95 0.015
44 53.7 30.7 20.0 14.3 6.1 0.64 0.50–0.80 <0.001
58 75.0 60.5 36.7 25.7 14.3 0.76 0.63–0.93 0.006
39 47.8 29.3 22.4 3.7 3.7 0.73 0.56–0.96 0.023
45 60.5 39.5 23.3 16.3 9.0 0.63 0.50–0.78 <0.001
39 37.1 22.3 12.7 9.6 9.6 0.62 0.47–0.81 <0.001
23 38.1 22.9 0.0 0.0 0.0 0.67 0.46–0.97 0.035
5 20.0 20.0 0.0 0.0 0.0 0.71 0.31–1.64 0.425
6 0.0 0.0 0.0 0.0 0.0 —b — —

22 45.5 12.0 6.0 0.0 0.0 0.49 0.35–0.70 <0.001
30 39.3 14.3 3.6 0.0 0.0 0.59 0.43–0.82 0.002
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(mean=28.0 years [SD=8.1] versus 21.9 years [SD=5.3], re-
spectively; t=2.499, df=70, p=0.015).

We have previously reported on remission of the border-
line diagnosis itself (9, 19). We found that 88% of border-
line patients who had at least one follow-up interview over
the 10-year follow-up period (242 of 275 patients) had a re-
mission of the disorder (19). (Remission was defined as no
longer meeting either DIB-R or DSM-III-R criteria for bor-
derline personality disorder.)

As Table 1 shows, for each of the 24 symptoms studied,
the percentage of initially symptomatic patients in both
groups who exhibited the symptom continuously
throughout the follow-up intervals declined substantially
over time, although borderline patients had a significantly
longer time to remission on average than the axis II com-
parison group for 19 of these symptoms. For four of the
five symptoms for which the hazard ratio was not statisti-
cally significant (sexual deviance, self-mutilation, treat-
ment regressions, and countertransference problems), the
comparison group had a low baseline prevalence, and
thus the absence of a significant difference for these
symptoms may reflect a lack of statistical power (that is,
type II errors). For the fifth nonsignificant symptom, gen-
eral impulsivity, the overall rates of remission were similar
for both groups of patients. 

We defined acute symptoms as those that had a remis-
sion rate exceeding 60% at the 6-year follow-up and ex-

ceeding 85% at the 10-year follow-up; temperamental
symptoms were defined as those with remission rates be-
low these thresholds. We chose these cutoffs for acute
symptoms because they characterized the course of the
borderline symptoms that declined the most rapidly in
our previous study of the subsyndromal phenomenology
of borderline personality disorder—that is, symptoms that
seemed to represent aspects of acute illness (9).

Using this set of guidelines, 12 symptoms were found to
be acute and 12 temperamental. Those identified as acute
were quasi-psychotic thought, substance abuse/depen-
dence, sexual deviance (mostly promiscuity), self-mutila-
tion, manipulative suicide efforts, stormy relationships,
devaluation/manipulation/sadism, demandingness/enti-
tlement, treatment regressions, countertransference prob-
lems/“special” treatment relationships, affective instabi-
lity, and serious identity disturbance. The symptoms
identified as temperamental were chronic feelings of de-
pression, helplessness/hopelessness/worthlessness/guilt,
anger, anxiety, and loneliness/emptiness; odd thinking/
unusual perceptual experiences (e.g., overvalued ideas and
depersonalization); nondelusional paranoia; general im-
pulsivity (e.g., eating binges, spending sprees, and reckless
driving); intolerance of aloneness; abandonment/engulf-
ment/annihilation concerns; counterdependency/serious
conflict over help/care; and dependency/masochism.

Given the conceptual and clinical nature of these analy-
ses, we also analyzed the 24 symptoms by their median
time to remission. As Table 2 shows, between baseline and
the 4-year follow-up, 50% of patients first achieved remis-
sion of nine symptoms. Likewise, between the 6-year and
10-year follow-ups, 50% of patients first achieved a remis-
sion of nine other symptoms. The first group of nine
symptoms were among those we characterized as acute,
and the other group of nine were among those we charac-
terized as temperamental. We also found a group of six
symptoms whose median time to remission fell between
the 4- and 6-year follow-ups. Three of these symptoms
had been characterized as acute in the first part of our
analysis (stormy relationships, devaluation/manipula-
tion/sadism, and affective instability), and three others
had previously been characterized as temperamental (odd
thinking/unusual perceptual experiences, nondelusional
paranoia, and abandonment/engulfment/annihilation
concerns). Overall, these results are consistent with three-
quarters of our findings on symptom type.

Figure 1 illustrates the trajectories for both groups in se-
lected symptoms within the symptom categories listed in
the table.

Discussion

Two main findings emerge from this study. The first is
that one-half of the 24 symptoms we studied declined so
substantially over time that less than 15% of subjects who
exhibited them at baseline still exhibited them at the 10-

TABLE 2. Median Time to Remission for 24 Symptoms of
Borderline Personality Disorder in 290 Borderline Patients
Over 10 Years of Follow-Upa

Symptoms and Median Time to Remission
0–2 years

Quasi-psychotic thought
Sexual deviance
Treatment regressions
Countertransference problems/“special” treatment relationships

2–4 years
Substance abuse/dependence
Self-mutilation
Manipulative suicide efforts
Demandingness/entitlement
Serious identity disturbance

4–6 years
Odd thinking/unusual perceptual experiences
Nondelusional paranoia
Abandonment/engulfment/annihilation concerns
Stormy relationships
Devaluation/manipulation/sadism
Affective instability

6–8 years
Chronic/major depression
Chronic feelings of helplessness/hopelessness/worthlessness/guilt
Chronic anxiety
General impulsivity
Intolerance of aloneness
Counterdependency/serious conflict over help/care
Dependency/masochism

8–10 years
Chronic anger/frequent angry acts
Chronic loneliness/emptiness

a By the 10-year follow-up, 249 borderline patients remained in the
study.
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year follow-up. These 12 symptoms encompassed all four
sectors of borderline psychopathology detailed in the
DIB-R or reflected in DSM-III-R criteria for borderline per-
sonality disorder. In the affective realm, the DSM-III-R cri-
terion of affective instability achieved this rapid a time to
remission. In the cognitive realm, both quasi-psychotic
thought and serious identity disturbance remitted at this
rapid a rate. (Identity disturbance was included as a cogni-
tive symptom because it is based on false perceptions of
the self, such as “I am bad” or “I am damaged beyond re-
pair.”) In terms of forms of impulsivity, substance abuse/
dependence, promiscuity, self-mutilation, and help-seek-
ing suicide efforts remitted relatively rapidly. In the inter-
personal realm, stormy relationships, devaluation/ma-
nipulation/sadism, demandingness/entitlement, serious
treatment regressions, and countertransference prob-
lems/“special” treatment relationships all remitted rela-
tively quickly.

The second main finding is that the other 12 symptoms
studied declined less substantially, with about 20%–40% of
borderline patients who exhibited them at baseline still
exhibiting them at 10-year follow-up. These 12 symptoms
also encompassed all four sectors of borderline psychopa-
thology detailed in the DIB-R. In the affective realm, all
five forms of chronic dysphoria studied demonstrated a
relatively slow time to remission. For example, intense an-
ger was still experienced after 10 years by more than 45%
of borderline patients who had this symptom at their in-
dex admission. In the cognitive realm, both odd thinking/
unusual perceptual experiences and nondelusional para-
noia were relatively slow to remit. In the realm of impulsiv-
ity, only general impulsivity, most commonly some form
of disordered eating, spending sprees, or reckless driving,
remained relatively common after 10 years of prospective
follow-up. Four interpersonal symptoms were also rela-

tively slow to remit: intolerance of aloneness, abandon-
ment/engulfment/annihilation concerns, counterdepen-
dency, and dependency/masochism.

This division makes conceptual sense. Most acute
symptoms either reflect core areas of impulsivity (e.g.,
self-mutilation and help-seeking suicide efforts) or active
attempts to manage interpersonal difficulties (e.g., prob-
lems with demandingness/entitlement and serious treat-
ment regressions). In contrast, most temperamental
symptoms seem to be either affective symptoms reflecting
areas of chronic dysphoria (e.g., anger and loneliness/
emptiness) or interpersonal symptoms reflecting aban-
donment and dependency issues (e.g., intolerance of
aloneness and counterdependency problems). Looked at
another way, most acute symptoms seem to have an ac-
tive, even assertive, component, while most temperamen-
tal symptoms seem to reflect a certain degree of fearful-
ness and passivity.

Twice as many borderline symptoms seemed to resolve
with relative rapidity in this study as in our previous study
of the course of symptoms (9). This difference is not sur-
prising given that in this study we assessed time to remis-
sion of symptoms over 10 years of prospective follow-up,
while in our previous study we detailed the percentage of
patients exhibiting each symptom at baseline and at each
of three 2-year follow-up periods.

Our 2-year survival rates for six of the nine DSM-IV crite-
ria for borderline personality disorder are roughly the same
as those found in the Collaborative Longitudinal Personal-
ity Disorders Study (12). However, three other criteria
seemed to resolve more slowly in the McLean Study of Adult
Development than in the Collaborative Longitudinal study:
anger, emptiness, and abandonment fears. Differences in
survival rates of emptiness and abandonment fears may be
due to the fact that the DIB-R assesses a broader construct

FIGURE 1. Percentage of Patients With Borderline Personality Disorder and Comparison Patients With Other Axis II Disor-
ders Who Retained Three Acute and Three Temperamental Borderline Symptoms From Baseline Through Five 2-Year Fol-
low-Up Periods
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than DSM; for example, in the DIB-R, intolerance of alone-
ness includes dysphoric affects that arise in response to be-
ing alone as well as the DSM-IV criterion of frantic efforts to
avoid abandonment. The difference in time to remission of
anger may be due to the fact that participants in the
McLean study were more seriously ill at baseline than those
in the Collaborative Longitudinal study.

Taken together, the results of this study suggest that bor-
derline personality disorder may consist of both symp-
toms that are manifestations of acute illness and symp-
toms that represent more enduring aspects of the
disorder. These findings may have implications for clinical
care. The two psychosocial treatments for borderline per-
sonality disorder that have demonstrated efficacy, dialec-
tical behavioral therapy (20) and mentalization-based
therapy (21), have been proven efficacious primarily for
the treatment of what we have termed the acute symp-
toms of the disorder. However, clinical experience sug-
gests that temperamental symptoms, such as chronic an-
ger and undue dependency, may seriously interfere with
the attainment of good psychosocial functioning. Despite
this widely observed phenomenon, no psychosocial treat-
ment has been specifically developed to treat the temper-
amental symptoms of borderline personality disorder. In
fact, many psychotherapies end before these less obvi-
ously disruptive symptoms can be addressed. It would be
useful to develop time-limited therapies to help patients
quicken time to remission of these troublesome symp-
toms or at least cope with them more effectively. Indeed,
one could argue that these more focused treatments
should start at the same time as those aimed at more acute
symptoms, particularly given that these symptoms seem
both more resistant to change and, in our clinical experi-
ence, more connected to ongoing psychosocial impair-
ment. This would dramatically change the focus of the
treatment that many borderline patients receive, giving
their temperamental symptoms the same importance as
their acute symptoms, both in the patients’ view and in
that of the mental health professionals treating them. For
example, getting a job by overcoming dependency prob-
lems might be as much an initial goal of treatment as try-
ing to be less demanding. In a similar vein, making friends
as a way to deal with intolerance of aloneness might be as
important a treatment goal in a new therapy as ceasing to
make suicide threats.

This recognition of the importance of what we have
termed temperamental symptoms could also lead to an ex-
amination of the relationship between the various temper-
amental symptoms and psychosocial impairment. For ex-
ample, most mental health professionals believe that the
chronic dysphoria of many borderline patients interferes
with their psychosocial adjustment. It might also be true
that patients’ social isolation and lack of structure perpetu-
ates or even exacerbates their deeply held feelings of dis-

tress and unhappiness. These competing views have differ-
ent treatment implications. The former is associated with
the aggressive pharmacotherapy used in treating many
borderline patients (22), while the latter suggests the possi-
ble usefulness of psychotherapies that incorporate ele-
ments of social coaching and vocational counseling.

These findings may also have nosological implications.
A number of theoreticians have called for replacing the
signs and symptoms that have long characterized descrip-
tions of borderline psychopathology with continuous
measures of normal personality traits, particularly neurot-
icism (23). In this view, personality disorders are extreme
variants of normal personality. They are also seen as sta-
ble, if not chronic, disorders. Yet, most of the symptoms of
borderline personality disorder that we view as acute have
no counterpart in normal personality. For example, very
few healthy people cut themselves to contain their anger
or feel more alive, or repeatedly threaten to take their own
lives to convey the desperation and aloneness they feel. In
addition, the results of this study suggest that fully half of
the symptoms of borderline personality disorder resolve
almost completely with time and the other half show
marked improvement. Adopting a set of diagnostic criteria
for borderline personality disorder based on the theory-
driven expectation of symptomatic stability rather than
the empirical observation of symptomatic improvement
may needlessly discourage clinicians, patients, and their
families. It also runs contrary to the emerging clinical con-
sensus that borderline personality disorder is a treatable
disorder with a relatively good prognosis.

The main limitation of this study is that all participants
were initially inpatients. It may be that the symptoms of
borderline personality disorder resolve more quickly for
less severely ill patients. A second limitation is that most of
the patients in the study were in some form of treatment
over time (22), and hence the results may not apply to un-
treated patients (in either the borderline or the compari-
son group).

While overall our results and the results of the Collabo-
rative Longitudinal Personality Disorders Study seem to
suggest that there are two types of borderline symptoms,
six of the borderline symptoms we studied did not fit
cleanly into either of these symptom groups when median
time to remission was used to analyze our data. This may
be so because they actually are neither acute nor temper-
amental in nature and may represent a third or intermedi-
ate group of symptoms. It may also be so because assess-
ing the nature of symptoms based on median time to
remission may not reveal important conceptual and clini-
cal differences. Until our results are replicated, our find-
ings concerning symptom types, particularly the six
symptoms that may fall into an intermediate category,
must be considered preliminary.
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