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Objective: The purpose of this study was to determine whether severe
personality disorders improve or deteriorate with intensive inpatient
treatment. Methods: Overall 216 patients diagnosed as having personal-
ity disorders by DSM-111-R criteria were prospectively monitored at two
private psychiatric hospitals from admission through discharge to one-
year follow-up. Results: Substantial positive change in the sample was
recorded at discharge, and the improvements held up at one-year fol-
low-up. The proportion of patients with scores of 50 or more on the
Global Assessment Scale was 3.7 percent at the time of admission. By
discharge the proportion had increased to 55.1 percent, and by one-
year follow-up it had risen to 66.3 percent. Conclusions: These results
suggest that patients with severe personality disorders benefit from in-
tensive inpatient treatment. We found no evidence that hospitalization
of such patients is associated with regression or deterioration of func-
tion. (Psychiatric Services 51:893-898, 2000)

Two of the ongoing controver-
sies surrounding severe per-
sonality disorders involve hos-
pitalization and short-term outcome.
Is inpatient treatment helpful, or
does it lead to regression by promot-
ing pathological forms of dependen-
cy? Long-term follow-up studies are
encouraging on outcomes, but short-
term studies present a mixed picture.
Four separate studies of patients with

borderline personality disorder, all
retrospective and all incorporating
more than 14 years of follow-up,
found that around two-thirds of the
patients were functioning in the fair-
to-good range with minimal symp-
toms (1-4).

Reviews of short-term outcome
studies have suggested that patients
make minimal improvements in the
first two years after the diagnosis of
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borderline personality disorder has
been established (5,6). Najavits and
Gunderson (7) have pointed out that
many studies lack within-group statis-
tical comparisons and that the studies
show considerable variation in results.
They note differences in methodology,
assessment points, instruments used to
measure outcome, blindness of raters,
and rigorousness of diagnosis.

In the study by Najavits and Gun-
derson and in two other prospective
psychotherapy studies (8,9), patients
with borderline personality disorder
showed significant improvements
with only 12 months of treatment.
These studies involved hospitalization
for some patients in the course of the
outpatient therapy. Three studies of
intensive inpatient treatment also
found substantial gains after one year
(10-12).

In this report we provide treatment
evaluation data from a prospective
study of 216 patients with severe per-
sonality disorders who received inten-
sive inpatient treatment in one of two
private, not-for-profit psychiatric hos-
pitals. To our knowledge this is the
largest sample of patients with serious
personality disorders studied pro-
spectively.

We did not think it would be ethical
to randomly assign patients to short-
term or long-term treatment ap-
proaches. Instead we used a natura-
listic approach, in which patients re-
ceived the duration of treatment that
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clinicians felt was indicated. In this
regard the treatment might be con-
sidered *“time appropriate” (13).
While some patients received short-
term or brief hospitalization, others
stayed in the hospital for extended
periods. In addition, we considered
the risk that randomization would re-
sult in loss of patients who would not
accept assignment to treatment units
on that basis (14).

We wished to answer three ques-
tions: Do patients with severe person-
ality disorders improve with intensive
inpatient treatment? Alternatively, do
they regress and develop pathological
forms of dependency with such treat-
ment? If they do improve, in what ar-
eas of ego functioning and symptoma-
tology does the improvement occur?
To study these questions, we used a
pretest-posttest follow-up design in-
volving repeated measures of one
group to test the effectiveness of
treatment under naturalistic condi-
tions.

Methods
Treatment program
At the time of this study the C. F.
Menninger Memorial Hospital in
Topeka, Kansas, and Harding Hospi-
tal in Worthington, Ohio, the two
study settings, had similar treatment
programs. The inpatient approach
was milieu oriented, with a strong
emphasis on group treatment and in-
dividual psychotherapy. A continual
effort was made to strike a therapeu-
tic balance between exploratory goals
and ego-building, rehabilitative goals.
Patients were seen in daily rounds
by their hospital psychiatrists, and
two-thirds of our sample received in-
dividual psychotherapy two or three
times a week with a clinician other
than the hospital psychiatrist. The
vast majority of patients (96 percent)
received psychopharmacologic treat-
ment as well. Group approaches in-
cluded group therapy, community
meetings, patient and staff team
meetings, and various specialized
groups for psychoeducation, relapse
prevention, and the like.

Subjects

Patients admitted to the general psy-
chiatry units at the Menninger and
Harding hospitals who were age 18 or
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older and had an 1Q over 70 were el-
igible to be contacted for informed
consent for participation in this proj-
ect. Although clinicians had the op-
tion of recommending that a patient
not be contacted, this option was nev-
er exercised.

Of the 364 Menninger patients who
entered the project and participated
in the admission assessment, 325 also
participated in the discharge and one-
year follow-up assessments, a dropout
rate of 10.7 percent. Of the 253 Hard-
ing patients who entered the project,

|
We
included
a measure of
whether finances had
a significant influence on
discharge planning. Of the
215 patients for whom we
had such data, the discharges
of 103 patients were
determined at least
in part by

finances.

62 completed the follow-up, a
dropout rate of 75.5 percent. The
overall dropout rate was thus 37.3
percent, with 387 patients completing
follow-up assessments. The greater
loss of patients at the Harding site ap-
peared to be related to managed care.
Many patients were bitter about hav-
ing to leave the hospital abruptly, and
they refused to participate in the re-
search interviews. Also, staff attrition
resulted in the loss of key figures in
the project.

The subjects we describe in this
study are a subsample of the patients

who entered the project and did not
drop out at discharge or one-year fol-
low-up and who had a DSM-I11-R di-
agnosis of personality disorder. Over-
all, 216 such patients were studied
between December 1986 and De-
cember 1993. The representativeness
of the sample is unknown.

The largest group of patients, 99,
had a DSM-I11-R diagnosis of person-
ality disorder not otherwise specified
or mixed personality disorder, indi-
cating that many of the patients with
personality disorders did not fit neat-
ly into DSM-111-R categories. Seven-
ty-five received a diagnosis of border-
line personality disorder, nine de-
pendent, nine histrionic, seven nar-
cissistic, five avoidant, five obsessive-
compulsive, four schizotypal, two pas-
sive-aggressive, and one each antiso-
cial, schizoid, paranoid, and maso-
chistic—self-defeating. Three patients
were given two personality disorder
diagnoses: one borderline and narcis-
sistic, one borderline and histrionic,
and one borderline and not otherwise
specified.

We excluded patients who had co-
morbid organic brain disorders and
psychotic disorders. As one might ex-
pect, comorbidity with other condi-
tions was common. Affective disor-
ders— major depression, bipolar dis-
order, and dysthymia— were diag-
nosed for 179 (82.9 percent) of the
patients with personality disorders.

Although the diagnoses were not
made on the basis of research inter-
views, they were well-informed clini-
cal diagnoses. They were based not
only on a psychiatric history and eval-
uation but also on extensive psycho-
logical assessment, family history, and
observation in intensive treatment
over an extended period, which is es-
pecially useful in making axis 11 diag-
noses.

The patients” mean+SD age was
37.9+£10.9 years, with a range of 18
years to 79 years. Two-thirds of the
sample (144, or 66.7 percent) were
women. The mean£SD number of
prior hospitalizations elsewhere was
2.6+4.5 (range, 0 to 35), indicating
that the sample may have been “treat-
ment resistant” in the sense that hos-
pitalization elsewhere had not result-
ed in remission of symptoms.

Overall, 106 subjects (49.1 percent)
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were married or remarried, 70 (32.4
percent) had never married, 37 (17.1
percent) were divorced or separated,
and three (1.4 percent) were wid-
owed. Despite the severity of the psy-
chopathology among patients in the
sample, their educational achieve-
ments were impressive. Fifty patients
(23.4 percent) had a baccalaureate
degree, 38 (17.8 percent) had a mas-
ter3 degree, and 14 (6.5 percent) had
a Ph.D. or M.D. degree.

Length of stay

Patients”length of stay varied widely.
The mean+SD length of stay was
137.33+183.81 days, ranging from ten
days to 1,014 days. Because the mean
appeared to be inflated by several
very long stays, the median, 58 days,
is a better index of the typical pa-
tient3 stay.

During the course of the study, pa-
tients” length of stay began to be in-
fluenced by managed care reviewers,
who stipulated the number of days
that would be reimbursed by insur-
ance companies. Hence we included
a measure of whether finances had a
significant influence on discharge
planning. Of the 215 patients for
whom we had such data, the dis-
charges of 103 patients (47.9 percent)
were determined at least in part by fi-
nances, and the discharges of 112 pa-
tients (52.1 percent) were not.

Procedures

As soon as possible after admission,
eligible patients were contacted by a
research assistant. After the subjects
had been given a complete descrip-
tion of the study, written informed
consent was obtained as directed by
the internal review board. The re-
search assistant then scheduled the
first research interview with one of
the project interviewers within one
week after admission. The interview-
ers were practicing clinicians but did
not work on the unit of the patient to
be interviewed.

Data on admission were collected
in semistructured face-to-face inter-
views lasting one to one and a half
hours. Discharge data were collected
in face-to-face interviews within two
weeks before discharge when possi-
ble; otherwise, discharge interviews
were conducted by telephone within

two weeks after discharge. Follow-up
interviews were conducted by tele-
phone one year after discharge, with a
window of one month.

All interviews were derived from
Bellak3 interview for the ego function
scales (15), with specific questions
added from the Brief Psychiatric Rat-
ing Scale, the Global Assessment
Scale, and the risk scales described
below.

All interviews were rated by two
clinician-raters, trained to reliability,
who were not the patients” treating
clinicians. If rating discrepancies on a
particular scale exceeded a predeter-
mined amount, the raters met and
reconciled differences by consensus.
Otherwise, the ratings were averaged.
This procedure helped to reduce
measurement error below the level of
expected change.

Measures
Bellak3 ego function scales. We
used selected scales from Bellak3
ego function scales to assess struc-
tural change (15). These scales have
been used widely in outcome and ef-
ficacy research, and many studies at-
test to their validity and reliability.
They are 7-point scales with detailed
definitions and descriptions of an-
chor points. Midpoints between
scale points, such as 3.5 or 4.5, were
also used in ratings. We selected
scales for the following ego functions
on the basis of their relevance to our
patient population and to the treat-
ment goals: reality testing; judg-
ment; regulation and control of
drives, impulses, and affects; object
relations; thought processes; au-
tonomous functioning; mastery-
competence; and superego.
Reliability estimates (Spearman-
Brown corrected intraclass correla-
tions) were calculated for 30 patients
balanced on assessment point and
length of stay. Reliability estimates
for the three pairs of raters were as
follows: reality testing, .88, .81, and
.94; judgment, .89, .89, and .88; regu-
lation and control, .81, .81, and .91,
object relations, .83, .47, and .68;
thought processes, .84, .86, and .89;
autonomous functioning, .82, .86, and
.87; mastery-competence, .81, .85,
and .83; and superego, .65, .81, and
4.
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Brief Psychiatric Rating Scale
(BPRS). The Brief Psychiatric Rating
Scale (16) is widely used to assess
common psychiatric symptoms in
outcome research. Symptoms are rat-
ed on a 7-point scale, ranging from 0,
indicating not present, to 6, indicating
extremely severe, on the basis of
questions in the interview together
with observations of the patient3 be-
havior during the interview.

Because of problems in achieving
reliability using the original scale-
point descriptions, we developed a
set of behavioral-example anchors as
scale-point definitions (17). Although
we were able to achieve adequate re-
liability for the 18-symptom version
of the BPRS, the scale distributions
for many of the symptoms at admis-
sion were positively skewed to the
right as a result of a preponderance of
0 or other low scores, indicating low
levels of pathology; thus they would
have been unlikely to show significant
change with treatment. Thus the five
scales with a sufficient level of pathol-
ogy at admission (that is, a skewness
coefficient of less than 1) were kept
for statistical analysis— somatic con-
cern, anxiety, depression, guilt, and
hostility. Reliabilities, computed as
described above, were as follows: so-
matic concern, .96, .97, and .97; anxi-
ety, .96, .93, and .96; depression, .96,
.96, and .95; guilt, .87, .90, and .98;
and hostility, .88, .92, and .85.

Global Assessment Scale (GAS).
The Global Assessment Scale is a
100-point scale that is divided into
ten 10-point clinical bands to assess
overall level of functioning (18). It
has been widely employed in out-
come and other research, and many
studies attest to its validity and relia-
bility when raters have been trained.
Reliability estimates were .68, .89,
and .83.

Risk scales. Four risk scales were
developed by the third author for
hospital outcome research. They are
5-point scales ranging from 1, very
high, to 5, not at all. Only the scales
for substance abuse and suicide risk
showed sufficient pathology at admis-
sion (skewness less than 1) to poten-
tially show change. Reliability esti-
mates were .83, .85, and .85 for sub-
stance abuse and .79, .62, and .63 for
suicide risk.
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Table 1

Outcome measures using the Global Assessment Scale (GAS), Bellak3 ego function scales, the Brief Psychiatric Rating Scale
(BPRS), and selected risk scales to evaluate intensive inpatient treatment of 216 persons with personality disorder

Roy-Bargmann step-down test

One-year Admission and Discharge and
Admission  Discharge  follow-up Univariate discharge one-year follow-up
Measure Mean SD Mean SD Mean SD F df p F df p F df p
GAS (N=215) 39.66 6.60 52.51 10.12 57.65 14.79 295.09 2,213 <.001 491.65 1,214 <.001 30.58 1,213 <.001
Bellak scales (N=213)
Reality testing 535 .99 570 .82 572 .74 2719 2,211 <001 46.52 1,212 <001 6.63 1,211 .011
Judgment 456 96 506 .84 519 .88 6325 2,211 <001 100.86 1,212 <.001 17.70 1,211 <.001
Regulation and
control 365 61 445 76 456 .91 182.73 2,211 <001 313.82 1,212 <.001 21.42 1,211 <.001
Object relations 395 .73 436 .83 448 93 5752 2,211 <001 67.60 1,212 <.001 36.21 1,211 <.001
Thought processes 510 .77 528 94 530 .75 771 2,211 .001 991 1,212 .002 5.30 1,211 .022
Autonomous func-
tioning 456 85 520 .80 516 .88 6090 2,211 <001 114.84 1,212 <001 4.86 1,211 .029
Mastery-competence 3.72 .44 442 .65 4.85 1.00 226.75 2,211 <.001 284.19 1,212 <.001 72.92 1,211 <.001
Superego 396 .74 469 72 488 .87 162.05 2,211 <001 231.77 1,212 <.001 44.63 1,211 <.001
Multivariate analysis 34.26 16,197 <.001
BPRS (N=215)
Somatic concern 139 124 108 119 124 126 582 2,213 .003 11.68 1,214 .001 O 1,213 .966
Anxiety 241 110 225 125 208 143 496 2,213 .008 225 1,214 .14 759 1,213 .006
Depression 271 111 226 141 235 150 813 2,213 <.001 1450 1,214 <001 1.71 1,213 .192
Guilt 220 125 114 129 146 144 5317 2,213 <.001 105.33 1,214 <001 1.02 1,213 .318
Hostility 124 115 162 114 160 115 10.67 2,213 <.001 18.16 1,214 <001 3.01 1,213 .084
Multivariate analysis 16.31 10,205 <.001
Risk scales (N=216)
Suicide risk 382 90 424 77 432 83 6126 2,214 <001 11519 1,215 <.001 5.13 1,214 .025
Substance abuse 390 111 4.06 1.01 408 102 831 2,214 <001 1239 1,215 <.001 4.06 1,214 .045
Multivariate analysis 31.53 4,212 <.001
Data analysis Results percent. The Bellak ego function

For testing the significance of the
change from admission through dis-
charge and then one-year follow-up, a
multivariate profile analysis of vari-
ance (SPSS repeated-measures mul-
tiple analysis of variance) was con-
ducted for the set of scores within
each measure. Post hoc univariate
analyses were conducted for each of
the scales in the set.

The change from admission to dis-
charge and the change from dis-
charge to one-year follow-up were
then tested using Roy-Bargmann
step-down tests (19) to determine
whether the change from admission
to discharge was significant, and then
whether the change from discharge to
follow-up was significant when ad-
mission-to-discharge change was con-
trolled for. This procedure avoids the
inflated significance that often occurs
when the changes from admission to
discharge, from discharge to follow-
up, and from admission to follow-up
are tested separately.
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The results are summarized in Table
1. The analysis of variance for the
GAS was highly significant (F=
295.09, df=2, 213, p<.001). Step-
down tests showed that the change in
GAS ratings from admission to dis-
charge was highly significant (F=
491.65, df=1, 214, p<.001), as was the
change from discharge to follow-up
(F=30.58, df=1, 213, p<.001). Inspec-
tion of the means— admission meanx
SD of 39.66%6.60, discharge mean of
52.51+10.12, and one-year follow-up
mean of 57.65+14.79— showed that
both changes were in the direction of
improvement.

Improvement was particularly im-
pressive when the GAS ratings were
examined according to the proportion
of patients with scores of 50 or high-
er. The proportion of patients in this
category was only 3.7 percent at the
time of admission. By the time of dis-
charge the proportion had increased
to 55.1 percent, and by time of the
one-year follow-up it had risen to 66.3

scales and the BPRS provide some
data on the psychological underpin-
nings of this significant change.

As indicated in Table 1, the mul-
tivariate analysis of all Bellak ego
function scales was highly signifi-
cant. The post hoc univariate tests
were also highly significant for all
of the scales. The Roy-Bargmann
step-down tests revealed a signifi-
cant change from admission to dis-
charge for all eight scales and an
additional change from discharge to
follow-up that was significant for all
of the scales. Examination of the
means showed that all eight scales
showed significant gains from ad-
mission to discharge and further
significant gains for all but au-
tonomous functioning, which ap-
peared to decline from discharge to
follow-up.

The multivariate analysis of the
two risk scales was highly significant,
as were both post hoc univariate
analyses. Step-down tests showed
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that the change from admission to
discharge was highly significant and
that the change from discharge to
follow-up was significant. Inspection
of the means showed that all of these
changes were in the direction of im-
provement.

The multivariate analysis of the
BPRS was highly significant as well,
and all of the univariate analyses
were significant. Step-down tests
showed that change from admission
to discharge was highly significant for
all of the scales except anxiety. The
change from discharge to follow-up
was significant only for anxiety, and
there was a trend toward significance
for hostility. Inspection of the means
revealed that the significant change
(or trend toward significance) from
admission to discharge was improve-
ment for somatic concern, anxiety,
depression, and guilt. On the other
hand, hostility significantly increased
from admission to discharge. The sig-
nificant change from discharge to fol-
low-up for anxiety was in the direc-
tion of improvement, as was the
trend for hostility; however, the im-
provement for hostility was very
small.

Discussion
In this sample of 216 patients with se-
vere personality disorders, intensive
inpatient treatment was associated
with substantial positive change at
discharge that held up at one-year fol-
low-up. Previous long-term follow-up
studies that measured global func-
tioning at 14 years or more have
found that about two-thirds of the pa-
tients were functioning at a level of
fair or higher, a GAS rating above 50
(1-4). At follow-up of only one year,
our sample was functioning at a simi-
lar level. Najavits and Gunderson (7)
noted that other short-term outcome
studies have found patients with bor-
derline personality disorder to be in
the fair range after two to three years
and that most of the improvement on
the GAS may occur early in the treat-
ment course. In our study a broad
range of ego functions as well as sev-
eral symptom measures improved.
The results are particularly encour-
aging because some evidence sug-
gests that our sample included many
patients who were treatment resist-

ant. The patients had an average of
2.6 previous hospitalizations and high
rates of comorbidity. Our results also
are consistent with recent reports of
patients with borderline personality
disorder in outpatient psychotherapy
who had some degree of hospitaliza-
tion (7-10,20).

Our study had several shortcom-
ings. First, rather than using re-
search-based diagnostic instruments
— that is, interviews by independent
raters— we elected to use the DSM-
I11-R diagnoses made by clinicians.
Although this approach may lack
some rigor, it is in keeping with the

I
In this
sample of 216
patients with severe
personality disorders,
intensive inpatient treatment
was associated with
substantial positive change
at discharge that held
up at one-year

follow-up.

naturalistic approach at the heart of
the project.

Also, without randomization to dif-
ferent treatment conditions or com-
parison groups, we cannot be certain
that the improvement documented in
this study was a result of the treat-
ment. As we noted earlier, we as-
signed patients to length of treatment
on the basis of clinical decision mak-
ing in a naturalistic manner. However,
other research has documented the
basic stability of severe personality
disorder diagnoses over time (21). It
would be difficult to imagine that the
substantial gains seen in this study
were unrelated to treatment. More-
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over, random assignment could have
resulted in a situation in which clini-
cians were forced to conduct the
treatment in an artificial way that
went against their better judgment.
For example, patients who clearly
needed long-term treatment could
have received brief crisis intervention.

As with other studies of severe per-
sonality disorders, we must acknowl-
edge that patients who complete a re-
search protocol may represent a sub-
group of patients with a better prog-
nosis than those who do not. We do
not have data on all patients who
dropped out of our study, so we can-
not draw more definitive conclusions.

Another deficiency in our study is
that we lack detailed information on
the type of treatment patients re-
ceived between discharge and one-
year follow-up. We do not have data
on the Harding patients, and most of
the Menninger patients had left the
system. We do know from asking
about the nature of aftercare that only
some 20 percent had entered sub-
stantial day hospital programs after
discharge. Most, however, continued
with some type of psychotherapy,
medication, or both.

Despite these shortcomings, our
study had a number of strengths that
bolster the value of our findings.
First, the large sample size allowed us
to study a substantial cross-section of
patients with severe personality disor-
der. Second, the prospective design
allowed us to make meaningful com-
parisons between admission ratings
and discharge and follow-up ratings.
Third, we used independent raters
who were not involved with the treat-
ment, thereby removing the common
problem of clinician bias stemming
from clinicians” wishes to see their
own patients improve. Our raters also
were able to achieve interrater relia-
bility on the measures, whereas some
other studies have failed to do so.
Fourth, our follow-up assessment,
unlike those in other studies, was con-
ducted at a fixed period.

Conclusions

Patients with severe personality dis-
orders appear to benefit from inten-
sive inpatient treatment. Our study
showed no evidence that hospital
treatment is in some way regressive
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or dependency promoting. We do not
suggest that all patients with severe
personality disorders require such
treatment; many of these patients im-
prove in residential, partial hospital,
or outpatient treatment as well. ¢
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