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ABSTRACT
Objective – This study examines the clinical outcomes of two clinics for borderline personality disorder (BPD)
in a naturalistic setting, offering a stepped care model with both short-term (ST) treatment lasting 12 weeks and
extended care (EC) up to 24 months.
Methods – A total of 479 patients attending the ST clinic and 145 attending the EC clinic were assessed on
depression, impulsivity, self-esteem, emotion dysregulation, substance abuse, self-harm and suicidality.
Results – There were signiﬁcant reductions in all symptoms in both clinics with the exception that substance
abuse was only reduced in the EC clinic. On all symptoms, no signiﬁcant differences in magnitude of changes
were observed between patients who stayed in EC clinic for 6–12 months in comparison to those who stayed for
18–24 months.
Conclusions – These results support the concept that for the majority of patients with BPD, brief treatment can
be effective. While some patients still need longer treatment, the results are encouraging for brief treatment as a
ﬁrst step for the majority of patients with BPD. While this study adds to the weight of evidence to support ST
interventions for patients with BPD, further research using a control group is needed. Copyright © 2018 John
Wiley & Sons, Ltd.

Borderline personality disorder (BPD), with high
morbidity and early mortality, is a major public
health problem1,2 with approximately 1% of the
population meeting criteria for the disorder.3–6 Patients with BPD have been reported to improve
gradually over many years, but until symptomatic
remission, they place substantial demands on mental health providers and on the health-care system.
Moreover, the needs of these patients are seldom
adequately met in traditional outpatient clinics.
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Studies over the last 20 years have found BPD
to be responsive to a number of forms of psychotherapy speciﬁcally developed for this population.8
However, these treatments tend to be expensive,
lengthy and, as a result, unavailable in practice.
This situation is not unique in medicine, and a
‘stepped care’ model for the management of physical and mental disorders9,10 has been developed
for conditions for which it can be difﬁcult to
access care.
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This model is particularly appropriate for disorders that have a high prevalence but vary
greatly in prognosis and outcome. The principle
is that some patients beneﬁt from minimal interventions of shorter duration, allowing clinicians
to see whether patients recover spontaneously
or respond to less intense interventions, as in
major depression. This approach has been recommended for BPD in Australia.11 Thus, clinicians can provide acute services, followed by
regular monitoring and follow-up, and reserve
longer and therefore more costly interventions
for more chronic and severe cases. Full remission
need not be the end-point of interventions, but
given evidence that further gains often take
place after termination of formal psychotherapy,12 one can aim for a level of recovery after
which patients carry out self-care with intermittent follow-up.
Having a program with a long waiting list does
little for the many acute cases that continually enter the system. Brief treatment allows many cases
to become symptomatically stable and move out
of the mental health system. Thus far, only a few
studies (e.g. Soler et al13 and Stanley et al14) have
documented symptomatic change within a few
months.
A stepped care model could be of particular
value for BPD, in which scarce resources need to
be triaged, but in which prognosis is highly variable.9,15 The model, which allows for shorter duration and husbanding of resources,16 has been
suggested for adults with BPD10,17,18 as well as
for adolescents,19,20 and may gradually become
the norm.
Existing methods of therapy supported by
randomized controlled trials, including dialectical
behavior therapy (DBT21) and mentalizationbased treatment22, last for over a year, and often
longer, which leads to problems in accessibility.
Yet signiﬁcant gains using DBT have been
described within 6 months.14 In a systematic
review of 16 randomized controlled trials in outpatients with BPD receiving evidence-based therapies of several kinds, Links et al.16 reported
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that most patients beneﬁt from therapy independently of the severity of their symptoms at
baseline and the length of treatment, and
that longer treatment was not superior to shorter
treatment.
The main purpose of the present study is to examine the clinical outcomes of treatment in a
stepped care model in outpatients followed in
the mental health system. We evaluated outcomes
in two clinics: one offering a short-term (ST)
treatment lasting 12 weeks, and the other offering
extended care (EC) for 6–24 months. Patients are
directed toward these different levels of intervention depending on chronicity of symptoms and
functioning.
Most patients with BPD are offered an initial
‘step’ of ST treatment. These are usually patients
with acute symptoms receiving specialized care
for the ﬁrst time. After treatment, these patients
are discharged to the community and encouraged
to make use of what they have learned in
treatment. Most patients in the EC are referred directly based on the chronicity of their symptoms
and level of dysfunction. However, ST patients
who do not improve or drop out, and are in need
of additional treatment, can be referred to the
EC clinic after a 6 month wait. EC is offered in
6 month blocks, with a maximum of 2 years, depending on patients’ progress. Treatment in both
clinics aims to reduce symptoms and to encourage
patients to pursue meaningful occupational activity and/or further education.
In both clinics, patients beneﬁt from an integrative and structured approach that draws upon
principles and techniques from evidence-based
models described in the literature,23 including
DBT,21 mentalization-based treatment,22 and Systems Training for Emotional Predictability and
Problem Solving.24 Comparative trials comparing
specialized treatments suggest that patients with
BPD beneﬁt from any method that is well structured and integrated.16,23
In the ST clinic, patients receive 12 weekly sessions of individual therapy and 12 of group therapy. Group sessions make use of psychoeducation
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and group process to develop better emotion regulation, better interpersonal skills and decreased
impulsivity. Similar principles can be used in individual therapy.23 Due to the brief nature of this intervention, the clinic does not take over the
management of medication.
Patients in the EC clinic participate weekly in
two types of group therapy: one based on the same
principles as in ST, lasting a year, and a second
using group process, lasting the entire length of
stay. Individual therapy is also provided on a
weekly basis, and the team’s psychiatrist provides
pharmacological management.
Methods
A total of 681 initial assessments of patients were
conducted by the same experienced rater (J.P.)
who directs them either to the ST or the EC clinic.
Most (86%) were referred to ST clinic. All patients
complete self-report measures assessing symptoms.
Patients in the ST clinic complete questionnaires
at pre and post-intervention, while patients in
the EC clinic complete questionnaires at baseline
and, depending of the length of treatment, at 6,
12, 18 and 24 months thereafter. All referred patients are invited to participate in the study and
to sign informed consent. The McGill University
Health Center Research Ethics and Scientiﬁc
committees approved the research protocol.
Measures
Patients were assessed for BPD using the Diagnostic
Interview for Personality Disorders (DIPD-IV25) to
assess DSM-5 criteria, as well as the Diagnostic Interview for Borderlines, Revised (DIB-R26;), with a
cut-off score of 8/10 for current BPD for the ST
clinic, or a lifetime score of 8/10 for the EC clinic.
The Barratt Impulsivity Scale (BIS-II27;) is a
widely used measure of impulsivity. The Rosenberg
Self-Esteem Scale (SES28;) is a well-known measure
of feelings of self-worth or self-acceptance. The
Beck Depression Inventory (BDI29;) is a widely used
measure of symptoms of depression. The
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Difﬁculties in Emotion Regulation Scale (DERS30;)
assesses aspects of emotional dysregulation. The
well-validated Symptom Checklist-90 (SCL-90R31;) assesses psychopathology and distress. The
Addiction Severity Index (ASI32;) assesses alcohol
and drug use. The Self-Harm Behavior Questionnaire (SHBQ33;) assesses self-harm and suicide
attempts.
Sample
In the ST clinic, all 584 patients who have been
followed at the clinic since 2001 met criteria for
current BPD at assessment. In the EC clinic,
among the 174 patients who received treatment
since 2005, 150 (86%) had a lifetime BPD diagnosis. Among these, 120 patients had a current DIBR score of 8–10, while 30 scored between 5 and 7
on the DIB-R, usually because of an absence of
current intimate relationships.
Statistical analyses
Data for each patient across all variables collected
during baseline assessment, and after treatment for
the ST clinic and every 6 months for the EC clinic
were coded and entered into a database using
SPSS (SPSS, 2010). Descriptive analyses were
conducted in order to describe the patient groups
in terms of demographics and symptomatology at
intake. Pre-post comparisons were done using the
end-point values for EC participants. Analyses
were conducted using the chi square test for categorical data with the McNemar test, and t-tests
to compare groups across continuous variables collected at intake. For pre-post analyses of variances
paired t-tests were be used. Post-hoc analyses were
conducted using Scheffe tests, while t-tests used
Bonferroni corrections. Differences between
changes in magnitude were evaluated using t-tests.
Results
Means and standard deviations of the baseline
characteristics of the two samples are presented in
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Table 1: Prevalence, means and standard deviations of socio demographic characteristics and symptomatology at baseline
Short-term patients (n = 479)
Variables
Age
Female
English speaking
Education—high school or less
Job status—unemployed
Married or cohabiting
Have children (among those 22 years
and more)
Number of children
Age ﬁrst presentation to psychiatry
BIS
DERS
BDI
SES
SCL-90-R
Self-harm—lifetime
Age at onset
Suicide attempt—lifetime
Age at onset
Drug use last 3/6 months
Describe as a problem
Alcohol to intoxication last 3/6 months
Describe as a problem

N and SD

Mean and %

Extended-care patients (n = 138)
N and SD

Mean and %

±7.8
452
402
196
122
65
55

27.1
94%
84%
54%
32%
18%
21.5%

±10.4
121
117
42
50
21
41

36.1
89%
87%
42%
63%
17%
36%

±.8
7.6
±13.6
±25.6
±47.2
±6.1
±.7
353
±4.7
277
±4.8
178
66/178
143
46/143

1.6
20.7
81.3
126.7
32.4
13.0
2.1
83%
14.9
65%
16.6
74%
37%
58%
32%

±1.5
±7.9
±12.1
±26.5
±13.1
±5.9
±.8
103
±7.7
108
±8.1
83
20/83
47
12/47

2.1
19.1
76.8
113.5
26.9
11.0
1.8
83%
17.0
78%
20.3
65%
24%
38%
26%

Notes: BIS, Barratt Impulsivity Scale (range 30–120); SES, Self-Esteem Scale (range 0–30); BDI, Beck Depression Inventory
(range 0–53); SCL-90-R, Symptom Checklist-90-R (range .1–3.8); DERS, Difﬁculties in Emotion Regulation Scale (range
38–163).

Table 1. Outcomes were deﬁned as: (1) completion of treatment; (2) changes in symptomatic
measures of depression, self-esteem, impulsivity,
emotional dysregulation, general symptomatology,
and self-harm, suicide attempt and substance use.
Short term clinic—treatment completion
Of the 584 patients who started the 12-week program, 18% did not return their questionnaires
and were therefore considered as not interested
in participating in research. Among the 479 left,
28.6% dropped out of treatment, or were
discharged for nonattendance after missing more

Copyright © 2018 John Wiley & Sons, Ltd.

than three individual or group sessions (see
Figure 1). Table 2 compares baseline data in patients who remained in treatment and those who
did not complete. Completers as compared to
dropouts had signiﬁcant higher level of education, were more often unemployed or out of
school, were more often substance abusers and
tended to be older at ﬁrst contact with psychiatry. Patients who remained in therapy did not
differ from dropouts in relation to age, DIB-R
score, self-harming behaviours, use of alcohol to
intoxication, and levels of impulsivity, selfesteem, depression, global severity and emotional
dysregulation.
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Figure 1: Clinics attrition diagram

Among the 343 patients who completed the
program, 103 (30%) did not complete posttreatment assessment. To see if the group of
patients who did not complete their questionnaires differed at baseline from those who did,
we compared the two groups. Patients who were
not compliant in returning their questionnaires
had a higher global severity index (SCL-90-R;
202.0 vs. 181.4; F = 6.4, p < .02), were younger
(26.0 vs. 27.9; F = 4.8, p < .03), had less education (12.8 vs. 13.7; F = 7.6, p < .01), were more
impulsive (86.8 vs. 79.6; F = 16.0, p < .001),
had less emotional regulation (52.2 vs. 63.5;
F = 6.7, p < .01) and reported lower self-esteem
(11.7 vs. 13.5; F = 4.8, p < .03). 12% of
patients who started ST treatment requested additional treatment and were later referred to the
EC clinic.
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Changes in symptoms
Table 3 provides means and standard deviations
for all measures. Patients showed signiﬁcant positive changes for symptoms of impulsivity, selfesteem, depression, affective instability, global
symptomatology, emotional dysregulation and
change in functionality. In line with overall improvements in symptoms, the percentage of patients who self-harmed and attempted suicide
was also reduced signiﬁcantly at the end of the
12 weeks. The percentage of participants who used
drugs or/and alcohol to intoxication did not diminished with therapy.
Extended care clinic—treatment completion
Of the 154 patients with BPD who received treatment in the EC clinic, 6% did not give consent to
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± 7.6
118
77
±7.9
± 14.0
± 6.2
± 53.9
± .7
± 27.1
110
202
144
113

N and SD
27.3
47%
27%
21.6
81.4
13.1
33.1
2.1
126.0
52%
66%
77%
61%

Mean and %

ST completers
(n = 342)

± 8.3
78
45
±6.8
± 12.6
± 6.0
± 10.8
± .7
± 19.1
27
75
34
28

N and SD
26.4
70%***
41%**
19.1*
80.8
12.9
29.9
2.2
129.2
43%
64%
63%*
53%

Mean and %

ST dropout
(n = 137)

± 10.7
21
22
± 9.6
12.5
± 5.8
12.9
± .7
24.8
65
62
47
33

N and SD
37.4
30%
36%
21.4
76.7
11.1
26.6
1.8
113.9
84%
79%
60%
42%

Mean and %

EC completers
(n = 79)

± 9.7
23
18
± 6.6
11.1
± 5.7
12.9
± .9
28.4
36
41
34
16

N and SD

34.5
50%*
37%
17.9
78.1
10.3
29.3
1.9
116.1
82%
79%
72%
36%

Mean and %

EC dropout
(n = 59)

*p < .05;
**p < .01,
***p < .001, Bonferroni corrected.
Notes: BIS, Barratt Impulsivity Scale (range 30–120); SES, Self-Esteem Scale (range 0–30); BDI, Beck Depression Inventory (range 0–53); SCL-90-R, Symptom
Checklist-90-R (range .1–3.8); DERS, Difﬁculties in Emotion Regulation Scale (range 38–163).

Age
Education (high school or less)
Unemployed
Age ﬁrst time in psychiatry
BIS
SES
BDI
SCL-90-R
DERS
Self-harm last lifetime
Suicide attempts lifetime
Drug use
Alcohol to intoxication

Variables

Table 2: Comparisons at baseline for ST and EC patients who remained in treatment and those who dropped out
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± 12.1
± 6.1
± 11.3
± .7
± 20.9
58
21
75
56

N and SD

Pre-treatment

80.0
13.0
29.5
2.0
125.9
50%
17%
78%
59%

Mean or %

± 15.0
± 5.3
± 13.0
± .8
± 27.4
36
4
71
50

N and SD

Post-treatment

74.5***
15.5***
19.4***
1.5***
92.1***
31%***
3%***
74%
53%

Mean or %

**p < .01;
***p < .001, Bonferroni corrected. Data for some variables may be missing.
Notes: BIS, Barratt Impulsivity Scale (range 30–120); SES, Self-Esteem Scale (range 0–30); BDI, Beck Depression Inventory (range 0–53); SCL-90-R, Symptom
Checklist-90-R (range .1–3.8); DERS, Difﬁculties in Emotion Regulation Scale (range 38–163); SAS, Social Adjustment Scale (range 34–116).

BIS
SES
BDI
SCL-90-R
DERS
Self-harm last 3 months
Suicide attempts last 3 months
Drug use
Alcohol to intoxication

Variables names

Table 3: Pre-post self-report measures for patients in short-term clinic

Clinical outcomes of a stepped care program for borderline personality disorder
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± 12.5
± 5.5
± 11.9
± .7
± 23.5
34
11
42
29

N and SD

Pre-treatment

77.6
10.6
27.4
1.9
115.7
48%
16%
58%
40%

Mean and %

± 14.7
± 5.7
± 12.3
± .8
± 26.2
24
3
30
20

N and SD

Post-treatment

68.5***
14.8***
17.7***
1.4***
92.1***
34%*
4%**
42%*
28%*

Mean and %

*p < .05,
**p < .01,
***p < .001, Bonferroni corrected.
Notes: BIS, Barratt Impulsivity Scale (range 30–120); SES, Self-Esteem Scale (range 0–30); BDI, Beck Depression Inventory (range 0–53); SCL-90-R, Symptom
Checklist-90-R (range .1–3.8); DERS, Difﬁculties in Emotion Regulation Scale (range 38–163); SAS, Social Adjustment Scale (range 34–116).

BIS
SES
BDI
SCL-90-R
DERS
Self-harm last 6 months
Suicide attempts last 6 months
Drug use
Alcohol to intoxication

Variables

Table 4: Pre-post self-report measures for patients in extended care clinic
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± 16.3
± 4.5
± 12.1
± .8
± 23.0
10
5
10
17

BIS
SES
BDI-I
SCL-90-R
DERS
Self-harm last 6 months
Suicide attempt last 6 months
Alcohol to intoxication
Drug use

79.9
8.6
33.0
2.0
119.1
42%
21%
40%
68%

X%
± 13.7
± 6.4
± 14.9
± .8
± 25.7
9
1
8
12

± SD N

X%
69.8***
13.0**
22.0***
1.5 **
98.2***
38%
4%
32%
48%

Post

± 12.5
± 6.0
± 12.3
± .8
± 27.2

± SD N
10.1
4.4
10.9
0.5
20.9

Δ

Magnitude of change

± 9.8
± 5.7
± 10.7
± 0.6
± 23.8
24
6
19
25

± SD N

Pre

76.6
11.5
24.3
1.8
113.7
51%
13%
40%
53%

X%

± 12.2
± 5.2
± 9.8
± .8
± 26.2
15
2
12
18

± SD N

X%
69.1***
15.6***
15.3***
1.3***
88.7***
32%*
4%
26%
38%

Post

± 11.4
±5.1
± 10.5
±.7
± 22.2

± SD N

7.5
4.1
9.0
0.5
25.1

Δ

Magnitude of change

18–24 months treatment (n = 50)

Notes:
*p < .05;
**p < .01;
***p < .001; X, mean; SD, Standard deviation, Δ score difference between pre and post.
Notes: BIS, Barratt Impulsivity Scale (range 30–120); SES, Self-Esteem Scale (range 0–30); BDI-I, Beck Depression Inventory (range 0–53); SCL-90-R, Symptom
Checklist-90-R (range .1–3.8); DERS, Difﬁculties in Emotion Regulation Scale (range 38–163).

± SD N

Self-report measures

Pre

6–12 months treatment (n = 29)

Table 5: Pre and post-treatment comparisons in participants who stayed 1 year or less and those who stayed more than 1 year in the extended care clinic
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participate in research. Among the remaining 145
patients, 7 were eliminated from the analysis because they lacked data points, leaving 138 patients. 40.7% dropped out of treatment or were
discharged due to nonattendance, leaving 79 patients with complete data (see Figure 1). The
two groups did not differ in relation to demographics and symptom severity.

of two BPD clinics which applied a modiﬁed
stepped care model, offering a ST treatment for
most patients and an EC intervention for those
with greater chronicity. Patients in both clinics
made signiﬁcant gains in measures of impulsivity,
self-esteem, depression, emotion dysregulation,
global index severity, self-harm and suicide
attempts.

Changes in symptoms

Beneﬁts of brief treatment

Table 4 presents means and prevalence between
participant’s pre and post-treatment scores for all
self-report measures. Patients showed signiﬁcant
positive gains on all symptoms. The percentage
of patients who self-harmed, attempted suicide,
used drug, and drank alcohol to intoxication was
also signiﬁcantly reduced at the end of treatment.

These ﬁndings provide some support to the concept that many patients with BPD can make signiﬁcant gains over a relatively short time in
treatment. Speciﬁcally, the results indicate that
12 weeks of treatment with group and individual
therapy was sufﬁcient to provide signiﬁcant gains
on most measures (excluding substance use).
Given that there was no comparison group because of the naturalistic setting of this study, we
cannot say for sure that the changes were due to
the treatment. It is unlikely that patients without
treatment over 12 weeks would have shown
change of this magnitude.
Also, given that one third of the ST patients
who completed the program did not return their
post-intervention questionnaires and that noncompliant patients were different at baseline than
those who did return their questionnaires: they
were younger, had less education and were more
impulsive, these ﬁndings may be skewed and need
to be questioned. Impulsivity is a personality trait
that predicts poor outcomes in BPD,34 but younger age at ﬁrst contact tends to predict potential
remission.35 We therefore cannot say that this
sub-group beneﬁted in the same way as those for
whom we had data at completion.

Magnitude of change related to length of treatment in
EC clinic
In the EC clinic, we also compared changes over
the course of treatment for those who completed
the program in 6 (n = 6) or 12 months (n = 23)
with those who completed the program in 18
(n = 26) or 24 months (n = 24). The mean length
of treatment was 18.7 months. Table 5 shows that
by and large, patients demonstrated improvements
over the course of the program, regardless of the
length of time in therapy. Diminution in self-harm
however only reached signiﬁcance in the subsample treated for 18–24 months. There was also
no signiﬁcant pre-post change in terms of suicide
attempts, drug use and drinking to intoxication
in these two smaller cohorts. Post-hoc analyses revealed that the magnitude of the changes in symptomatology observed in patients who stayed in the
program for 6 or 12 months was the same as for
those who completed the program in 18 or
24 months.
Discussion
The main goal of this study was to examine, in a
naturalistic clinical setting, the clinical outcomes
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Premature termination
In the ST clinic, the rate of premature termination
(29%) was similar to many other studies.36 The
number of dropout or early discharge was higher
in the EC clinic. This could be related to the
length of treatment. Both dropouts and noncompliant patients in the two clinics were
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different to those who completed the program and
returned their questionnaires at the end of treatment. Bias related to selective noncompliance in
returning questionnaires has to be considered in
interpretation of results. ST completers had significant higher level of education, had more substance use problems and tended to be older when
they ﬁrst had contact with psychiatry.
Need for additional treatment
Twelve percent of patients who were initially referred to the ST clinic returned to our program
for additional treatment and were directed to the
EC clinic. Our impression is that the majority of
patients did not seek treatment elsewhere. This is
supported by the fact that we are the main
English-speaking centre in a largely Frenchspeaking city for specialized personality disorder
treatment, that the other centres usually refer
English-speaking patients to us, and that the study
covers a 15-year period.
The clinical gains observed in shorter treatment duration were also demonstrated in results
from the EC clinic. Here also, because of the absence of control group, it cannot be ruled out
whether some improvements could have occurred
naturalistically in the absence of treatment. The
magnitude of change analysis revealed that on all
symptoms no signiﬁcant difference was observed
between patients who stayed in treatment for 6–
12 months in comparison to those who stayed for
18–24 months. Therefore, the ﬁnding that patients in EC generally improved signiﬁcantly over
the course of therapy regardless of the length of
their treatment also supports the view that for
many patients, shorter treatment could be sufﬁcient. While there are probably some patients
who need to remain in treatment for a longer period, our data have not allowed us to identify
which patients could beneﬁt from longer therapy,
and further research is required to determine
which characteristics could predict this need.
Nonetheless, it is notable that most patients improved even though they had more risk factors
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for poor outcome: longer contact with the mental
health system, less education and high
unemployment.
Strengths and limitations
The main strength of this study is a large sample in
a naturalistic setting of specialized clinics. An important limitation of our study concerns missing
data, both in relation to early termination and failure to complete questionnaires. The bias related to
selective noncompliance does not allow us to
reach a solid conclusion concerning the utility of
our program; patients with more or with less severe
pathology were lost to follow-up. We can therefore only generalize our outcomes ﬁndings to patients who completed the program and who
returned questionnaires.
Another limitation of this study is the absence
of a control group, as is always the case in naturalistic research on clinical outcomes. However, because many patients may not accept
randomization to a control condition, studies
using pre-post comparisons may better reﬂect a
naturalistic treatment setting. Given that these
are highly symptomatic patients, many of whom
have described during assessment having received
previous unsuccessful treatments, the observed
changes are likely to be clinically meaningful.
However, because patients receiving shorter treatment were not followed-up after the end of treatment, we have not demonstrated whether their
treatment gains would have been maintained. It
is to be noted on the other hand that only 12%
of patients requested more treatment. A ﬁnal limitation is the small number of men, which is common for most specialized programs; we do not
know if the program is as successful for men as it
is for women.

Conclusions
With these limitations in mind, the results of this
study are encouraging for the development of brief
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treatment as a ﬁrst step for a majority of patients
with BPD. One advantage of applying a stepped
care model to treatment is that patients can enter
treatment without a long wait, and they can have
a reasonable expectation of beneﬁt within a
shorter time. Now we know that not only is BPD
treatable, but many patients can expect signiﬁcant
gains over a relatively short time. Yet, we need to
know more about individualized pathways to care.
There is a subgroup of patients who are highly
chronic, have severe dysfunction and have had a
series of unsuccessful treatments, for which a longer treatment length may be indicated. Even so,
patients need not remain in treatment longer than
necessary. For many BPD patients, ST interventions can be appropriate as a standalone therapy,
or within a wider system that also offers longer
term interventions.
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