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The DSM-IV (1) criteria for
borderline personality disor-
der describe “recurrent suici-

dal behavior, gestures, or threats, or
self-mutilating behavior.” Patients
with this disorder chronically think
about suicide and threaten to carry it
out, and they make multiple at-
tempts. This paper reviews research
on chronic suicidality among patients
with borderline personality disorder.

Methods
MEDLINE and PsycINFO databas-
es were searched for English-lan-
guage articles published between
1984 and 2000 containing the key-
words “borderline personality disor-
der” and “suicide” or “suicidality.” A
total of 170 articles located through
this search and additional key articles

published before 1990 were exam-
ined. The most relevant articles were
selected for this review.

Results
Completed suicide
Long-term outcome studies of pa-
tients with borderline personality dis-
order have documented a high rate of
suicide completion. In a 15-year fol-
low-up of 200 patients treated at New
York State Psychiatric Institute, Stone
(2) found a 9.5 percent rate of suicide.
A 15-year follow-up of 162 patients
treated at a general hospital in Mon-
treal found a rate of 9 percent (3,4);
after 27 years, the rate of suicide com-
pletion in this group increased to
more than 10 percent (5). A ten-year
follow-up of 70 patients treated at a
general hospital in Toronto also re-

ported a 10 percent rate of suicide
completion (6). Despite socioeco-
nomic differences among the cohorts,
these results are strikingly convergent.
In McGlashan’s 15-year follow-up of
81 patients treated at Chestnut Lodge
(7), only 3 percent completed suicide,
but McGlashan believed that the
higher rates in other studies are more
representative (personal communica-
tion, 1991). Thus one in ten patients
with borderline personality disorder
can be expected to complete suicide, a
rate similar to those for patients with
schizophrenia (8) and patients with
major mood disorders (9).

Although suicide threats and at-
tempts peak early in the course of ill-
ness in borderline personality disor-
der, when patients are in their 20s,
this time frame is not necessarily
when most completions occur. The
mean age of those who completed
suicide in the New York study was 30
years (2), and in the Montreal study it
was 37 years (5). Thus patients with
borderline personality disorder may
not kill themselves when suicide
threats and attempts most alarm
therapists, but later in the course of
their illness. Completions occur
when the patient does not recover
and when treatments have been un-
successful.

Community studies have shown
that rates of suicide peak between the
ages of 18 and 30 years, and a diagno-
sis of borderline personality disorder
can be made in more than a quarter
of all cases of completed suicides
(10). However, in these surveys, the
majority of individuals who commit-
ted suicide were male, and most com-
pletions were first attempts. In con-
trast, most patients with borderline
personality disorder who kill them-
selves are female, and most complet-
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ed suicides in this group occur after
multiple attempts.

Stone (2) found that among pa-
tients with borderline personality dis-
order, those who had comorbid sub-
stance abuse or major depression
were more likely to complete suicide
than those without these comorbid
disorders. Three studies found that
the number of previous attempts was
predictive of completed suicide (11–
13). Although a higher level of educa-
tion was associated with completed
suicide in a study in Montreal (11),
this association was not found in a
study in Norway (12). Studies of
childhood experiences have not iden-
tified consistent predictors (11,12).
None of these factors account for
much of the variance in outcome, a
general problem for research on sui-
cide. Completed suicides are relative-
ly rare and are difficult to predict with
any accuracy (14).

Acute and chronic suicidality
The intensity of suicidality among pa-
tients with borderline personality dis-
order varies over time. When patients
are acutely suicidal, they may also
meet criteria for a major depressive
episode. However, managing depres-
sion may be problematic, because the
affective symptoms of patients with
borderline personality disorder are
phenomenologically different from
those of patients with mood disorders
and do not respond to antidepres-
sants in the same way (15,16). More-
over, early-onset dysthymia is more
characteristic of borderline personali-
ty disorder than are discrete episodes
of depression (17).

Borderline personality disorder is
characterized by affective lability,
which has been hypothesized to be a
primary factor underlying the disor-
der (18,19). This trait involves a high
level of sensitivity to the environ-
ment, so that mood can shift over the
course of days, or even hours. High
levels of reactivity also explain why
patients with borderline personality
disorder are sensitive to changes in
the social environment, as suggested
by evidence that this disorder has be-
come more prevalent in recent
decades (20,21).

Suicide completers and suicide at-
tempters, although overlapping

groups, are distinct clinical popula-
tions (22). Completers tend to be old-
er and male, to use more lethal meth-
ods, and to die on the first attempt.
Attempters tend to be younger and
female, to use less lethal methods,
and to embark on a “suicidal career”
(22). Completers are less likely to
seek treatment before attempting sui-
cide. In a psychological autopsy study
of young adult suicides (10), fewer
than a third had been in therapy at
the time of their death, fewer than
half had seen a therapist during the
previous year, and a third had never
been evaluated. Similar findings have
been reported for suicide among pa-
tients with a variety of psychiatric di-
agnoses (23). 

In contrast, chronically suicidal pa-
tients are treatment seeking. Persons
with a history of repeated suicide at-
tempts constitute a large proportion
of visitors to psychiatric emergency
departments and to clinics (24). Yet,
as documented by follow-up studies
(1,3), only a minority of completed
suicides among patients with border-
line personality disorder occur during
active treatment. 

The clinician who treats a chroni-
cally suicidal patient must assess
acute risk. But if a patient repeatedly
entertains suicidal ideas and fre-
quently threatens suicide, at what
point should the clinician be
alarmed? No sharp line exists be-
tween chronic and acute suicidality.
Clinical judgment can depend as
much on the therapist’s anxiety as on
objective risk.

Research on completed suicide is
paradoxically reassuring. Empirical
evidence that clinical interventions
have any systematic effect on comple-
tion is notably lacking (25). In large-
scale studies of suicide, researchers
can identify factors associated with
higher risk and, given large samples,
can identify statistically significant as-
sociations. But algorithms for guiding
prediction have produced too many
false-positive findings to be clinically
useful (14,26). It is impossible to pre-
dict suicide in the case of an individ-
ual patient.

Suicidality among patients with
borderline personality disorder can
best be seen as a way of communicat-
ing distress. The object of this com-

munication can be a significant other,
a therapist, or both. Paradoxically,
threats of suicide usually reflect
some degree of attachment and in-
volvement. Suicide completion, in
contrast, is associated with a loss of
connection.

Patients with borderline personali-
ty disorder are well known for taking
overdoses or self-mutilating after
quarreling with their intimates. Clini-
cians know that these attempts tend
to be ambivalent, often containing an
element of “protection.” If the patient
takes an overdose, the clinician com-
monly observes that someone has
been telephoned, that another person
was present when the attempt was
made, or that a friend or relative was
expected to arrive. Occasionally,
when these attempts at protection do
not work, the patient dies, more by
accident than by intention. In most
cases, the attempter is saved and
brought to the hospital.

Although self-mutilation is common
among patients with borderline per-
sonality disorder, it does not belong in
the same category as suicide attempts.
Although wrist cutting can precede
serious attempts, its main function is
to relieve dysphoria (19,27).

Hospitalization
Hospitalization is expensive. Hospital
resources should be used to carry out
specific aspects of treatment plans
that can be provided only in the hos-
pital setting. Patients should be ad-
mitted for indications supported by
empirical evidence.

For acutely psychotic patients, the
rationale for admission is clear. Nor
would anyone doubt the importance
of hospitalizing suicidal patients with
a classic melancholic or psychotic de-
pression. In such cases, the efficacy of
treatment is well established, and
good results are often obtained with-
in weeks. It makes sense to hospital-
ize patients to carry out these inter-
ventions and to institute suicide pre-
cautions to make sure the patient
does not die before treatment takes
effect.

In contrast, the management of
chronic suicidality requires a differ-
ent set of principles. Unlike patients
with melancholic or psychotic de-
pression, patients with borderline
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personality disorder rarely commit
suicide while in the hospital. Al-
though some suicide completions oc-
cur soon after discharge (13), most
patients remain alive but chronically
suicidal. Neither biological treat-
ments nor short-term containment
strategies provide a “quick fix” for
this problem. Therapists may find it
necessary to tolerate suicidality over
extended periods (28,29).

The most common reasons for the
hospitalization of patients with bor-
derline personality disorder are psy-
chotic episodes, serious suicide at-
tempts, suicidal threats, and self-mu-
tilation (30). It clearly makes sense to
admit a patient for treatment of a
brief psychosis. Specific treatment
(neuroleptic medication) is available
to control psychotic symptoms. The
admission of a patient after a life-
threatening suicide attempt also
makes sense. At the very least, it pro-
vides a break to the family and to the
outpatient therapist. Even if no active
treatment is conducted in the hospi-
tal, a brief admission provides an op-
portunity to assess precipitating fac-
tors and review treatment plans.

The value of hospitalization is
much less clear for suicidal threats,
minor overdoses, or self-mutilation.
Once hospitalization is introduced,
admissions can become repetitive. If,
as so often happens, the patient be-
comes suicidal again shortly after dis-
charge, little has been accomplished.
A patient who eventually recovered
from borderline personality disorder
illustrated this problem with the fol-
lowing admonition: “Do not hospital-
ize a person with borderline personal-
ity disorder for any more than 48
hours. My self-destructive episodes—
one leading right into another—came
out only after my first and subsequent
hospital admissions, after I learned
the system was usually obligated to
respond” (31).

Hospitalization is a two-edged
sword. When patients with borderline
personality disorder are admitted,
they enter an environment that rein-
forces the very behaviors that therapy
is trying to extinguish. Procedures de-
veloped for treatment of acute suici-
dality among patients with mood dis-
orders are rarely appropriate for
chronic suicidality. Most clinicians

recognize the scenario in which a pa-
tient with borderline personality dis-
order escalates suicidal or self-muti-
lating behaviors in the hospital. Two
mechanisms account for this phe-
nomenon. First, for patients with
poor social supports, a week on a
ward, or even a night in an emergency
department, provides a reinforcing
level of social contact. Second, the
environment of a psychiatric ward
acts as a reinforcer, since patients
who cut themselves or who carry out
parasuicidal actions receive more, not
less, nursing care.

Linehan (19), applying the princi-
ples of behavioral psychology, has dis-

couraged admission of patients with
borderline personality disorder, toler-
ating at most an overnight hold. Daw-
son and MacMillan (32) took an even
more radical position, arguing that
such patients should never be hospi-
talized. Although one should never
say never, admissions can be ineffec-
tive and counterproductive.

When therapy spirals out of control
and the clinician needs the help of a
specialized team, partial hospitaliza-
tion may be useful. Unlike full admis-
sion, day treatment has been empiri-
cally demonstrated to be effective in
two cohorts of patients with border-

line personality disorder (33,34). Par-
tial hospitalization is particularly ef-
fective in the treatment of this disor-
der because of its highly structured
program. Patients with borderline
personality disorder typically show
greater pathology in an unstructured
environment (35). In a partial hospi-
tal program, where activities are
scheduled for every hour, little time
remains to slash one’s wrists. Regres-
sion is further limited by the fact that
the patient goes home at night. With
no evidence that full hospitalization
prevents suicide completion, suicidal
risk is not a contraindication for day
hospital treatment.

Fear of litigation
Many clinicians are aware of the lim-
ited value of hospitalizing patients
with borderline personality disorder.
Yet, because of fear of litigation, they
feel compelled to hospitalize a patient
who threatens suicide.

Most mental health professionals
either have had to endure the com-
pleted suicide of a patient or know of
such cases among their colleagues.
Surveys have shown that a patient’s
death by suicide occurs at least once
in the career of 50 percent of psychi-
atrists (36) and 20 percent of psy-
chologists (37). These general figures
mask the relationship between
prevalence and specific clinical set-
tings. A therapist with an office prac-
tice may avoid completed suicides
among his or her patients, but in hos-
pitals or community clinics, it is hard
to find a practitioner who has never
lost a patient.

Suicide is the leading cause of law-
suits against mental health profes-
sionals, accounting for 20 percent of
cases (38). Yet data drawn from vari-
ous jurisdictions around the United
States (39,40) suggest that only a very
small fraction of completions lead to
litigation. Moreover, only a minority
(about 20 percent) of such lawsuits
end with a decision against the practi-
tioner. Most practitioners will never
have to face litigation, and those who
do can expect a decision in their favor.
Nonetheless, malpractice litigation
causes enormous stress. The anticipa-
tion of this possibility leads practi-
tioners to treat suicidal patients with
great caution.
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The vast majority of cases brought
to the courts have involved inpatients
treated for major axis I disorders (38).
Lawsuits usually focus on whether pa-
tients were discharged too early, not
on whether they should have been
hospitalized in the first place. In con-
trast, litigation after a completed sui-
cide of a chronically suicidal patient is
rare.

Lawsuits in which clinicians are
found liable are almost never based
on the fact of suicide alone (38). Most
courts know that suicide cannot al-
ways be prevented and do not rou-
tinely hold clinicians responsible
when it happens. Liability depends
on gross clinical misjudgments, the
failure to assess patients carefully, and
the absence of adequate records doc-
umenting the management plan (40).
Therapists must make notes on
chronic risk, on reevaluations when
patients threaten suicide, and on the
rationale for avoiding hospitalization.

Involving the family in the treat-
ment of chronically suicidal patients
makes litigation less likely. Packman
and Harris (40) have recommended
that therapists inform a suicidal pa-
tient early in treatment that the fami-
ly will be contacted if the patient is at
risk. This strategy should be present-
ed as a necessary parameter of treat-
ment that need not involve any
breach of confidentiality. Such proce-
dures closely parallel the relationship
of professionals with the families of
psychotic patients.

The goals of meeting with family
members are to inform them of the
rationale behind treatment, to edu-
cate them about the management
plan, and to obtain cooperation with
therapy. Family members, who them-
selves have had to endure a patient’s
suicidality, will feel supported by be-
ing brought into such an alliance. If
there is an unfavorable outcome, they
will have less reason to feel angry and
excluded. Finally, if a suicide occurs,
the therapist can provide “postven-
tion” for the family (40), meeting with
relatives soon after the death of a pa-
tient to help them deal with bereave-
ment.

An excessive focus on suicide pre-
vention can prevent therapists from
doing their job. When clinicians feel
forced to do almost anything to pre-

vent suicide completion, the thera-
peutic relationship becomes charac-
terized by “coercive bondage” (41,42)
and the quality of the patient’s life be-
comes compromised by overzealous
concern. Ultimately, treatment must
help patients solve problems. When
clinicians spend too much time wor-
rying about suicide completion, this
treatment process becomes derailed.
Clinicians must focus on the task at
hand and respond to the distress be-
hind the threat.

To quote again the testimony of a
patient who recovered from border-
line personality disorder: “When you
as a service provider do not give the
expected response to these threats,
you’ll be accused of not caring. But
what you are really doing is being cru-
el to be kind. When my doctor would-
n’t hospitalize me, I accused him of
not caring if I lived or died. He
replied, referring to a cycle of repeat-
ed hospitalizations, ‘That’s not life.’
And he was 100 percent right!” Or, in
the words of one expert on suicide:
“We cannot afford to be so afraid of
litigation as to deny our patients the
right to learn to live.” 

Managing chronic suicidality 
in outpatient therapy
Chronic suicidal ideation “goes with
the territory” of borderline personali-
ty disorder. These symptoms remit
late in the course of treatment. Clini-
cians who treat patients with border-
line personality disorder are advised
to accept these symptoms and to get
on with the task of addressing their
underlying causes.

Once the communicative function
of suicidality is understood, treatment
sessions can become calmer and
more focused. In outpatient psy-
chotherapy, suicidal ideas and at-
tempts require behavioral analysis
(19). First, the therapist listens to the
emotional content of the suicidal
ideation and validates dysphoric feel-
ings that tempt the patient to act im-
pulsively. The second step is to iden-
tify the circumstances leading the pa-
tient to experience dysphoria. The
third step is to establish a dialogue
with the patient to develop alterna-
tive solutions to the problems lying
behind these emotions. Once the
causes of suicidality are established,

therapy can focus on change. These
basic principles have been clearly de-
scribed in dialectical-behavioral ther-
apy (19) and are used by clinicians of
various theoretical orientations (43).

Linehan (19) has emphasized that
therapists should be aware that their
responses to suicidality can increase
or decrease the frequency of the pa-
tient’s suicidal thoughts or attempts.
In dialectical-behavioral therapy, pa-
tients are positively reinforced—
through telephone contact—for com-
municating suicidality as a problem to
be solved. In contrast, they are nega-
tively reinforced—through tempo-
rary loss of access to sessions—for
cutting themselves or taking an over-
dose. Although patients can go to the
emergency department, it is not rec-
ommended.

Linehan has recommended dealing
with suicidality as the first priority in
a session. Paradoxically, her aim is not
to prevent completion. Rather, be-
cause the patient cannot discuss oth-
er important issues until this issue is
dealt with, the technique negatively
reinforces suicidal ideation. In Line-
han’s original clinical trial, which last-
ed for a year and involved 22 patients,
hospitalization was discouraged, and
only one suicide occurred (44). 

Clinicians need to respond to suici-
dal thoughts empathically, while
avoiding overly anxious questions
about intent. When a patient is suici-
dal, something similar to the follow-
ing response may be most appropri-
ate: “You must be feeling particularly
upset to be thinking along those lines.
Let’s figure out what is making things
worse and see if we can find a way of
dealing with the problem.”

As shown in prospective follow-up
studies of patients with borderline
personality disorder (45), suicidal
ideas wax and wane over the course of
treatment, depending on concurrent
life events. As demonstrated in sever-
al studies of psychotherapy for pa-
tients with borderline personality dis-
order (44,46–48), when treatment be-
gins to work, suicidality gradually
drops out of the clinical picture.

Some patients with borderline per-
sonality disorder actually need to be
suicidal (28)—when they feel no
power over life, they retain the choice
of death. Clinicians should therefore
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be cautious about removing this cop-
ing mechanism too soon. Patients
with borderline personality disorder
may remain suicidal until they feel in
control of their fate. The knowledge
that they can choose to die allows
them to go on living. �

References

1. Diagnostic and Statistical Manual of Men-
tal Disorders, 4th ed. Washington, DC,
American Psychiatric Association, 1994

2. Stone MH: The Fate of Borderline Pa-
tients. New York, Guilford, 1990

3. Paris J, Brown R, Nowlis D: Long-term fol-
low-up of borderline patients in a general
hospital. Comprehensive Psychiatry 28:
530–535, 1987

4. Paris J, Nowlis D, Brown R: Predictors of
suicide in borderline personality disorder.
Canadian Journal of Psychiatry 34:8–9,
1989

5. Paris J, Zweig-Frank H: A 27-year follow-
up of patients with borderline personality
disorder. Comprehensive Psychiatry 42:
482–487, 2001

6. Silver D, Cardish R: BPD outcome studies:
psychotherapy implications. Presented at
the annual meeting of the American Psy-
chiatric Association, New Orleans, May 11–
16, 1991

7. McGlashan TH: The Chestnut Lodge fol-
low-up study: III. long-term outcome of
borderline personalities. Archives of Gen-
eral Psychiatry 43:20–30, 1986

8. Wilkinson DG: The suicide rate in schizo-
phrenia. British Journal of Psychiatry 140:
138–141, 1982

9. Guze SB, Robins E: Suicide and primary
affective disorders. British Journal of Psy-
chiatry 117:437–438, 1970

10. Lesage AD, Boyer R, Grunberg F, et al:
Suicide and mental disorders: a case-con-
trol study of young men. American Journal
of Psychiatry 151:1063–1068, 1994

11. Paris J, Nowlis D, Brown R: Developmen-
tal factors in the outcome of borderline
personality disorder. Comprehensive Psy-
chiatry 29:147–150, 1988

12. Kjelsberg E, Eikeseth PH, Dahl AA: Sui-
cide in borderline patients: predictive fac-
tors. Acta Psychiatrica Scandinavica 84:
283–287, 1991

13. Kullgren G: Factors associated with com-
pleted suicide in borderline personality dis-
order. Journal of Nervous and Mental Dis-
ease 176:40–44, 1988

14. Pokorny AD: Prediction of suicide in psy-
chiatric patients: report of a prospective
study. Archives of General Psychiatry 40:
249–257, 1983

15. Gunderson JG, Phillips KA: A current view
of the interface between borderline per-
sonality disorder and depression. American
Journal of Psychiatry 148:967–975, 1991

16. Soloff P: Psychopharmacology of border-
line personality disorder. Psychiatric Clin-
ics of North America 23:169–192, 2000

17. Pepper CM, Klein DN, Anderson RL, et al:
DSM-III-R axis II comorbidity in dys-
thymia and major depression. American
Journal of Psychiatry 152:239–247, 1995

18. Siever LJ, Davis KL: A psychobiological
perspective on the personality disorders.
American Journal of Psychiatry 148:1647–
1658, 1991

19. Linehan MM: Cognitive Behavioral Thera-
py of Borderline Personality Disorder. New
York, Guilford, 1993

20. Paris J: Social Factors in the Personality
Disorders. New York, Cambridge Universi-
ty Press, 1996

21. Bland RC, Dyck RJ, Newman SC, et al: At-
tempted suicide in Edmonton, in Suicide in
Canada. Edited by Leenaars AA, Wenck-
stern S, Sakinofsky I, et al. Toronto, Uni-
versity of Toronto Press, 1998

22. Maris, R: Pathways to Suicide. Baltimore,
Johns Hopkins University Press, 1981

23. Bongar B, Maris RW, Berman AL, et al:
Outpatient standards of care and the suici-
dal patient, in Risk Management With Sui-
cidal Patients. Edited by Bongar B, Berman
AL, Maris RW, et al. New York, Guilford,
1998

24. Chaput Y, Tremblay M, Lacroix D: La dé-
tection des utilisatuers fréquents de l’ur-
gence psychiatrique [Detection of frequent
users of psychiatric emergency services].
Revue Française de Psychiatrie et de Psy-
chologie Médicale 32:56–57, 2000 

25. Maris RW, Berman AL, Silverman MM:
Comprehensive Textbook of Suicidology.
New York, Guilford, 2000

26. Goldstein RB, Black DW, Nasrallah A, et
al: The prediction of suicide: sensitivity,
specificity, and predictive value of a multi-
variate model applied to suicide among
1906 patients with affective disorders.
Archives of General Psychiatry 48:418–422,
1991

27. Leibenluft E, Gardner DL, Cowdry RW:
The inner experience of the borderline self-
mutilator. Journal of Personality Disorders
1:317–324, 1987

28. Fine MA, Sansone RA: Dilemmas in the
management of suicidal behavior in indi-
viduals with borderline personality disor-
der. American Journal of Psychotherapy
44:160–171, 1990

29. Maltsberger JT: Calculated risk in the treat-
ment of intractably suicidal patients. Psy-
chiatry 57:199–212, 1994

30. Hull JW, Yeomans F, Clarkin J, et al: Fac-
tors associated with multiple hospitaliza-
tions of patients with borderline personali-
ty disorder. Psychiatric Services 47:638–
641, 1996

31. Williams L: A “classic” case of borderline
personality disorder. Psychiatric Services
49:173–174, 1998

32. Dawson D, MacMillan HL: Relationship
Management of the Borderline Patient:

From Understanding to Treatment. New
York, Brunner/Mazel, 1993

33. Bateman A, Fonagy P: Effectiveness of par-
tial hospitalization in the treatment of bor-
derline personality disorder: a randomized
controlled trial. American Journal of Psy-
chiatry 156:1563–1569, 1999

34. Piper WE, Rosie JS, Joyce AS: Time-Limit-
ed Day Treatment for Personality Disor-
ders: Integration of Research and Practice
in a Group Program. Washington, DC,
American Psychological Association 1996

35. Gunderson JG: Borderline Personality Dis-
order. Washington, DC, American Psychi-
atric Press, 1984

36. Chemtob CM, Hamada RS, Bauer GB, et
al: Patients’ suicides: frequency and impact
on psychiatrists. American Journal of Psy-
chiatry 145:224–228, 1988

37. Chemtob CM, Hamada RS, Bauer GB, et
al: Patient suicide: frequency and impact on
psychologists. Professional Psychology: Re-
search and Practice 19:416–420, 1988

38. Kelley JT: Psychiatric Malpractice. New
Brunswick, NJ, Rutgers University Press,
1996

39. Gutheil TG: Suicide and suit: liability after
self-destruction, in Suicide and Clinical
Practice. Edited by Jacobs D. Washington,
DC, American Psychiatric Press, 1992

40. Packman WL, Harris EA: Legal issues and
risk management in suicidal patients, in
Risk Management with Suicidal Patients.
Edited by Bongar B, Berman AL, Maris
RW, et al. New York, Guilford, 1998

41. Hendin H: Psychotherapy and suicide.
American Journal of Psychotherapy 35:
469–480, 1981

42. Rachlin S: Double jeopardy: suicide and
malpractice. General Hospital Psychiatry
6:302–307, 1984

43. Paris J: Working With Traits. Northvale, NJ,
Jason Aronson, 1998

44. Linehan MM, Armstrong HE, Suarez A, et
al: Cognitive behavioral treatment of chron-
ically parasuicidal borderline patients.
Archives of General Psychiatry 48:1060–
1064, 1991

45. Skodol AE, Gunderson JG, Shea T, et al:
Life events in four types of personality dis-
orders. Presented at the annual meeting of
the American Psychiatric Association,
Chicago, May 13–18, 2000

46. Najavits LM, Gunderson JG: Better than
expected: improvements in borderline per-
sonality disorder in a 3-year prospective
outcome study. Comprehensive Psychiatry
36:296–302, 1995

47. Sabo AN, Gunderson JG, Najavits LM, et
al: Changes in self-destructiveness of bor-
derline patients in psychotherapy: a
prospective follow-up. Journal of Nervous
and Mental Disease 183:370–376, 1995

48. Stevenson J, Meares R: An outcome study
of psychotherapy for patients with border-
line personality disorder. American Journal
of Psychiatry 149:358–362, 1992

PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � June 2002   Vol. 53   No. 6774422


