
Borderline personality disorder is char-
acterized by intense, rapidly fluctuating
moods combined with impulsivity and

interpersonal difficulties. Patients with the disor-
der are frequently encountered in clinical prac-
tice, despite a prevalence in the community of
1%–2%.1 Up to 10% of patients seen in outpa-
tient psychiatry clinics2,3 and 6% of those seen in
a family medicine clinic4 meet criteria on diag-
nostic interviews, although rates are much higher
and more varied when self-report measures are
used.5,6 In general, pa tients show a gradual im -
provement in symptoms with age,7 although
functioning re mains impaired.8 One long-term
community-based follow-up study found a 10%
suicide rate.9

The management of patients with borderline
personality disorder is often challenging, with
substantial risks of inappropriate or insufficient
treatment. In this article, we review the literature
and provide a practical and evidence-based
approach to the management of borderline per-
sonality disorder. A summary of the evidence
used in this review is found in Box 1. We based
our review primarily on findings from random-
ized controlled trials and meta-analyses. We
included results from other types of studies for
topics where no controlled trials were available.

A related review article on the diagnosis of
borderline personality disorder is available at
www.cmaj.ca/lookup/doi/10.1503/cmaj.090618.

Is admission to hospital helpful?

Patients with borderline personality disorder are
often initially seen in the emergency depart-
ment, frequently because of self-harm, suicidal
thoughts or a suicide attempt. These episodes
often occur following acute psychosocial stres-
sors. The first and most pressing question to
consider is whether hospital admission is re -
quired. Many experts suggest that admission is
often unproductive or even counterproductive
and should be avoided.10–12 Serious suicide
attempts and acute psychotic symptoms may
warrant admission, but clinical experience sug-
gests that brief stays are preferable.12

Patients should not be admitted to hospital
be cause admission may result in a regression in
unhealthy behaviour such as passivity, drug or
alcohol abuse and acting out,13 or disruptive
behaviour such as self-harm, violence and rule
violations.14,15 A rapid outpatient psychiatric
intervention or a day-hospital setting are better
choices and prevent the loss of potentially
 stabilizing social contacts and employment.
Although admission to a general psychiatric
ward is not recommended in most instances,
several specialized inpatient treatments for bor-
derline personality disorder have been shown to
be efficacious16,17 and may be excellent choices
if available.

Minor suicidal gestures or threats can often
be managed on an outpatient basis or with an
overnight stay in the emergency department to
allow the patient to “cool off” and reappraise his
or her current situation. Some experts suggest
that therapeutic interventions provided in the
emergency department should be primarily con-
crete and supportive, with more in-depth psy-
chotherapeutic work limited to the patient’s reg-
ular treatment and provided after the emotional
dysregulation has passed.10,18 Psychosocial inter-
ventions or referrals to more appropriate treat-
ments can then be arranged at discharge the fol-
lowing morning.

What is the primary treatment?

Psychotherapy is the most important component
in the treatment of borderline personality disor-
der, leading to large reductions in symptoms that
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• Borderline personality disorder can be treated successfully, with
 reductions in self-harm, suicidality, impulsivity and other symptoms.
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 supported by the strongest evidence.
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be beneficial as an adjunct to psychotherapy.
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persist over time. Over the past 2 decades, many
forms of psychotherapy have been developed
specifically to treat the disorder. The best stud-
ied are dialectical behaviour therapy, mentaliza-
tion-based treatment, transference-focused psy-
chotherapy, and systems training for emotional
predictability and problem solving. In this arti-
cle, we focus on dialectical behaviour therapy
and mentalization-based treatment, two of the
most popular and oldest specialized treatments
of borderline personality disorder. Other forms
of psychotherapy, including transference-
focused psychotherapy and systems training for
emotional predictability and problem solving,
can be helpful, and the evidence supporting their
use is summarized in Appendix 1 (available at
www.cmaj.ca /lookup /suppl /doi:10.1503 /cmaj
.112055  /- /DC1).

Many studies have shown the benefits of the
specialized psychotherapy techniques, although
problems with both the research methodology
and applicability of the results highlight the need
for further research. One of the concerns is that,
although many techniques have high-quality
studies supporting their use, rarely is there more
than 1 study. A second concern is that many
studies used frequency of visits to the emergency
department, incidents of self-harm and suicidal-
ity as primary outcome measures. This approach
lessens the focus on many of the less dramatic
symptoms of the disorder and, more important,
ignores psychosocial functioning and overall
quality of life. A summary table of randomized
controlled trials of psychotherapies for borderline
personality disorder is available in Appendix 2 (at
www.cmaj.ca /lookup /suppl /doi:10.1503 /cmaj
.112055 /-/DC1).

In practice, the specialized psychotherapy
techniques are often not available to patients be -
cause they require teams of therapists who have
all received the necessary specialized training,
which is available only in a small number of uni-
versity centres and may be extensive. Also, most

of these psychotherapies require treatment for
a year or longer, which may be costly. 

Because a number of psychotherapy tech-
niques have been shown to be efficacious in the
treatment of borderline personality disorder,
comparisons between these treatments can be
considered. Few studies have been conducted,
and in general, there are few clinically important
differences in outcomes favouring 1 treatment
over another.19,20 Similarly, when these treatments
are compared with other, highly structured and
manualized treatments, differences diminish,
although patients in all groups im prove dramati-
cally. This suggests that common factors explain
part of the efficacy of treatment, with structure
being particularly important.21 A clearer under-
standing of what parts of these complex inter-
ventions are most important may lead to refine-
ments of treatment and potential cost  savings.
The most recent Cochrane review of psychother-
apy for borderline personality disorder, although
it included only studies published to 2003, found
support for dialectical behaviour therapy and
mentalization-based treatment,22 and recent find-
ings strengthen this  conclusion.  

Dialectical behaviour therapy
Dialectical behaviour therapy was the first psy-
chotherapy shown to be effective specifically in
the treatment of borderline personality disorder.23

This manualized therapy combines cognitive
behavioural therapy with Eastern philosophy and
traditions. It has a strict hierarchy of treatment tar-
gets, with life-threatening behaviours at the top of
the list. One of the key dialectics in the treatment
is the balance that the therapist must achieve in
validating the experiences and behaviours of the
patient while promoting change.10 The therapy
includes weekly individual sessions and weekly
life-skills group sessions that teach skills in 4
domains: mindfulness, distress tolerance, regula-
tion of emotions and interpersonal effectiveness.
Phone consultation with the therapist is available
at all hours, and team consultation meetings play
an important role.10 The therapy is designed to last
at least 1 year; subsequent phases have been sug-
gested but not thoroughly described.10

Dialectical behaviour therapy has the most
supporting evidence compared with other psy-
chotherapy techniques for the treatment of bor-
derline personality disorder. The first study of its
use for patients with the disorder compared the
therapy with community treatment as usual.
After 1 year, patients in the treatment group (n =
22) had an 80% reduction (p < 0.005, one-tailed)
in suicidal behaviours and fewer inpatient days
and were twice as likely to stay in treatment
compared with patients in the usual-treatment
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Box 1: Evidence used in this review

We searched Ovid MEDLINE for articles published from 1948 to April 2011.
The search term “borderline personality disorder” was combined with
 “psychotherapy” or “drug therapy.” This combination produced 1276
 references, of which 1071 were in English. We first limited the search to
 randomized controlled trials (RCTs) and reviewed the titles and abstracts of
74 articles, 68 of which were deemed to be relevant. We then searched for
meta-analyses by limiting the search term “borderline personality disorder”
to meta- analyses; we reviewed the titles and abstracts of 16 identified
 references, of which 4 were included. If either of us was aware of other
 relevant studies, these were also included. Because study methodology,
diagnostic methods, interventions and outcome measures differed greatly
between the RCTs, we could not pool the results in a meta-analysis. For
 topics that were not  evaluated in RCTs, we examined findings from other
types of studies.



group (n = 22).23 The treatment group also
showed improvements in measures of anger,
social functioning and global assessment and
required fewer psychotropic medications, with
between-group effect sizes ranging from 0.57 for
self-reported social functioning to 0.81 for
anger.24 As seen with many pharmacotherapy
studies, both groups improved on other ratings:
depression, hopelessness and reasons for living.23

The cohort was followed up after 1 year, and the
treatment group had im proved interviewer-rated
social adjustment and no days of inpatient treat-
ment compared with a mean of 5.3 days in the
comparison group.25

This study has been replicated several times,
with consistent results.26,27 Linehan and col-
leagues conducted a second study that compared
dialectical behaviour therapy with treatment by
community experts.28 They found that patients
who received dialectical behaviour therapy (n =
52) had half the number of suicide attempts as
the comparison group (n = 49) (number needed
to treat [NNT] 4.24, 95% confidence interval
[CI] 2.40–18.07]), had fewer admissions to hos-
pital (NNT 3.88, 95% CI 2.26–13.71) and visits
to the emergency department (NNT 9.09, 95%
CI 3.30–12.04) and were more than twice as
likely to remain in treatment and be available for
follow-up at 1 year.

In another study, dialectical behaviour ther-
apy was compared with general psychiatric man-
agement, a highly structured treatment for bor-
derline personality disorder that incorporates
weekly individual therapy and medication but no
group therapy.29 After 1 year, no significant dif-
ferences in the frequency or severity of suicidal
or self-harming behaviours were found be tween
the 2 groups of 90 patients each, nor were there
differences in symptoms of borderline personal-
ity disorder, other psychiatric symptoms, quality
of life, health care utilization or treatment reten-
tion.

Length of treatment may be a problem with
dialectical behaviour therapy. However, 1 study
showed that 13 weeks of life-skills group therapy
was superior to standard group therapy.30 Another
study showed that a shortened, 6-month course
of the full program resulted in significant reduc-
tions in target behaviours, including nonsuicidal
self-injury and suicidal ideation.31

Two studies showed dialectical behaviour
therapy to be effective in patients with border-
line personality disorder who had substance
 dependence.32,33

Overall, dialectical behaviour therapy is an
effective treatment for patients with borderline
personality disorder. A recent meta-analysis
showed that, when compared with usual treat-

ment, it yielded lasting benefits, with a moderate
effect size of 0.51 (95% CI 0.38–0.68) on global
functioning and an effect size of 0.60 for ran-
domized controlled trials (95% CI 0.49–0.71) on
self-harm or suicidal behaviours, even after
accounting for different durations of treatment,
settings and quality of  studies.34

Mentalization-based treatment
Mentalization-based treatment is the second psy-
chotherapy technique developed specifically for
the treatment of borderline personality disorder.
It has roots in attachment theory,35 and its goal is
to improve the patient’s ability to “mentalize” —
that is, to understand his or her own and others’
mental states.36 The treatment uses weekly indi-
vidual therapy sessions and group sessions over
18 months. It has the advantage of having much
shorter training periods and requirements than
those for other treatments.18

Mentalization-based treatment was first
shown to be efficacious in a randomized con-
trolled trial that compared the use of it in a day-
hospital setting with standard psychiatric care.37

When the patients were followed up at 18
months (n = 44) and at 8 years (n = 41) after
treatment, retention of gains and some continued
improvement were observed.38,39 By 8 years,
mentalization-based treatment showed effect
sizes of 1.4 (95% CI 1.3–1.5) for suicide
attempts and 1.8 (95% CI 0.14–3.50]) for reduc-
tions in symptoms, with similar reductions in the
use of health care services.

This form of psychotherapy was also found to
be effective in an outpatient setting compared
with structured clinical management, with an
overall odds ratio of 0.28 (95% CI 0.13–0.61) for
hospital admission, suicide and self-injury.36

Other forms of psychotherapy
Other psychotherapy techniques can be effective
in the treatment of borderline personality disor-
der. They include transference-focused psy-
chotherapy, systems training for emotional pre-
dictability and problem solving, and standard
cognitive behavioural therapy.

Transference-focused psychotherapy is a vari-
ant of psychodynamic psychotherapy, often last-
ing for a year with twice-weekly individual ther-
apy sessions. The primary focus is on emotions
arising in the relationship with the therapist and
the therapist’s use of traditional psychodynamic
techniques, such as interpretation. Clear limits
and a treatment contract are developed at the
beginning of therapy. 

Systems training for emotional predictability
and problem solving (STEPPS) is a 20-week
group therapy program for patients with border-
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line personality disorder that incorporates ele-
ments of cognitive behavioural therapy, skills
training and systems therapy. It is intended as an
“add-on” treatment for patients being managed
in the  community. 

Evidence supporting the use of these other
psychotherapy techniques is outlined in Appen-
dix 1 (available at www.cmaj.ca /lookup /suppl
/doi:10.1503 /cmaj .112055 /-/DC1).

What if specialized psychotherapy
is unavailable?

Nearly all of the psychotherapy techniques we
have de scribed are highly specialized and require
specially trained therapists working in teams.
This limits access to these interventions, particu-
larly in smaller centres or more remote regions.
In areas where specialized treatments are avail-
able, patients with borderline personality disor-
der should be re ferred to these services because
data consistently have shown them to be superior
to usual treatment.

In areas where specialized programs do not
exist, referral to psychotherapists with experi-
ence and expertise in the treatment of borderline
personality disorder who can provide a struc-
tured treatment program may be the best option,
but no specific type of psychotherapy is prefer-
able to another in this context. It may be helpful
if pa tients engage in a treatment program that
combines multiple modalities with different ther-
apists, but the therapists should work as a team
or have contact with each other to avoid conflict-
ing treatment approaches.

Does pharmacotherapy play a role?

The role of pharmacotherapy in the treatment of
borderline personality disorder is limited. The
efficacy of different drugs has been studied, but
the research methodology limits the applicability
of results to clinical practice, for 5 main reasons.
First, many of the pharmacotherapy trials were
short, often lasting between 6 and 12 weeks.
Because the condition is, by definition, a long-
standing disorder, it is unclear whether changes
that occurred during treatment persisted over
time. Second, the sample sizes were small in
most of the trials. This was compounded by high
dropout rates. The third limitation is the choice
of outcome measures. Many studies reported
changes in self-reported ratings of depression,
anxiety or general psychiatric symptoms, but
these measures are not meant to assess changes
in symptoms of borderline personality disorder.

Changes attributed to the study medication could
therefore have been due to treatment of comor-
bid disorders or subsyndromal pathology, even if
treatment of comorbid depression is more diffi-
cult in these patients.40 The use of validated mea-
sures to assess the effect of treatment on specific
symptoms of borderline personality disorder
such as self-harm, suicidality or impulsivity
would be helpful. The fourth limitation is the
number of exclusion criteria. Most patients with
borderline personality disorder frequently expe-
rience suicidality and often have multiple comor-
bidities.41 Therefore, trials with long lists of
exclusions that included suicidal ideation and
depression have samples that likely have less
severe borderline personality disorder and are
less representative of patients seen in practice.
The final limitation is the lack of replication.
Except for olanzapine, most medications only
have 1 or 2 small trials showing their effects.
When multiple trials do exist, the studies have
often been conducted by the same group of
researchers.

Because many patients with borderline per-
sonality disorder are prescribed multiple medica-
tions,42 it is important to see which medications
have the most evidence. Several meta-analyses
of pharmacotherapy trials for borderline person-
ality disorder have shown similar results but
have the limitations described above.43–46 Because
of the paucity of studies assessing medications
and the small samples of these studies, some of
the meta-analyses pooled medications by drug
class, and most of the trials were included de -
spite the methodologic limitations of individual
studies. These meta-analyses offer cautious and
sometimes conflicting support for the use of
medications to partially reduce individual symp-
toms, but no medications were shown to be
effective for the treatment of all domains of
symptoms of borderline personality disorder.

In general, meta-analyses have shown that
mood stabilizers reduce anger and impulsivity
somewhat and may have some effect on affective
instability and depression, with standardized
mean differences ranging between 0.55 and 1.75
for the different symptoms and in different analy-
ses.44,45 Antidepressants may be of modest benefit
in reducing anger (standardized mean differences
0.34 and 0.37) but have little or conflicting bene-
fit in the treatment of depressive symptoms or
impulsivity.44,45 Finally, antipsychotic agents were
found to have a moderate effect in reducing cog-
nitive symptoms and anger, with effect sizes of
0.56 to 0.63,45 but more recent findings for olan-
zapine in particular47 were not included in the
meta-analyses. The most recent Cochrane review
of pharmacotherapy for borderline personality
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disorder highlighted the limitations in this litera-
ture but offered some support for mood stabiliz-
ers, second-generation antipsychotic agents and
omega-3 fatty acids. However, it warned that
these recommendations were based almost exclu-
sively on single, small, brief studies and that no
medications were effective in treating the core
pathology of borderline personality disorder.48

Appendix 3 (available at www .cmaj .ca /lookup
/suppl/doi:10.1503 /cmaj .112055 /- /DC1) outlines
the evidence for the use of specific antipsy-
chotics, mood stabilizers, antidepressants and
other medications in the treatment of borderline
personality disorder. A summary table of ran-
domized controlled trials of medications used to
treat the disorder is available in Appendix 2.

Pharmacotherapy for borderline personality
disorder should be based on symptoms and be
offered with concomitant psychotherapy. The
data do not provide guidance in choosing med-
ications within drug classes and focus only on
reducing symptoms that are associated with the
disorder, with no medications producing remis-
sion.49 As well, the risk of overdose and burden
of adverse effects of many of these medications
can be substantial, with weight gain and meta-
bolic changes an underrecognized concern, be -
cause many of the studies may be too short to
show these problems. In practice, when choosing
medications, clinicians should balance the poten-
tial long-term burden of adverse effects with the
knowledge of short-term benefits, and take the
risk of overdose into account.

The safest first step may be to prescribe a
selective serotonin reuptake inhibitor. However,
the potential for benefit is limited, with anger
being the symptom that is most likely helped, at
least for a short duration. Another option may be
a second-generation antipsychotic agent if cogni-
tive or anger symptoms are primary, but adverse
effects of these medications may be substantial,
particularly over the long term. Mood stabilizers
have some evidence supporting their use as a
class for many symptoms; however, evidence to
support individual medications comes from only
1 or 2 studies each. Also, the risk of overdose, a
primary concern in patients with borderline per-
sonality disorder, may be greater with mood sta-
bilizers than with selective serotonin reuptake
inhibitors.

Partial responses to medications are common,
frequently leading to polypharmacy and treat-
ment for longer than may be necessary.42,50 Trying
1 medication at a time is suggested, even in the
context of partial response, because there is no
evidence to support polypharmacy. Frequent re-
evaluation of the benefits of any medication is
suggested, and prescribers should stop medica-

tions when possible. Regardless of the medica-
tion used, patients should be fully informed of the
limited potential for benefit and the importance of
psychotherapy. Overall, pharmacotherapy may be
helpful primarily in reducing symptoms suffi-
ciently for patients to stay in psychotherapy. Box
2 provides an example of how this approach may
work in practice.

Conclusion

The treatment of borderline personality disorder
is challenging. The past 2 decades have seen the
development of specialized psychotherapy tech-
niques designed for this population. These treat-
ments offer effective options that can lead to
reductions in self-harm, suicidality and hospital
admissions and to overall improvements in
symptoms associated with the disorder. Avail-
ability of these therapies offers options other
than hospital admission. The role of pharma-
cotherapy remains limited to symptom reduc-
tion, although some medications show promise
that would require further research to corrob -
orate. In general, patients with borderline per-
sonality disorder now have far more treatment
options than they did 2 decades ago; however,
the availability of specialized psychotherapy
techniques remains limited.
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Box 2: Applying the results of this review in clinical practice
 (fictional case)

A 23-year-old female university student was brought to the emergency
department following a suicide attempt by overdose, having taken
 medications she had left over from numerous past prescriptions. The suicide
attempt was preceded by an  argument with a friend she had been chatting
with online. The patient had been seen in the emergency department
 several times over the past 5 years with multiple symptoms, including
episodes of depressed mood for several days to weeks following breakups,
impulsive suicide attempts, cutting behaviours and transient paranoid
 symptoms. Over the same time, she had been followed by several clinicians,
including community psychotherapists and psychiatrists from different
 hospitals. She would frequently stop attending psychotherapy or follow-up
care, stating that the medications only helped briefly and that she had
 difficulty connecting with her therapist.

After being assessed in the emergency department, the patient was
referred to a 6-month specialized program for the treatment of personality
 disorders. The program included weekly individual and group sessions that
focused on learning to identify her emotional state and those of others, to
tolerate unpleasant emotions and to develop techniques to manage
 interpersonal conflicts. Practical help encouraged the patient to “get a life”
by returning to school, build new friendships and develop new pastimes.
During her time in the program, most of her medications were stopped, but
she remained on a selective serotonin reuptake inhibitor at the end of
 treatment to “take the edge off.” At follow-up 5 years later, she reported
having the same job and working full time. She had 2 intimate  relationships
that did not work out and was now living alone. She said that she still felt
sad and lonely at times, with occasional impulsive behaviours, but main-
tained contact with several friends from school and work. She was not cut-
ting herself, and her suicidal ideation was much less frequent. She was no
longer taking medication and was not currently in psychotherapy.
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