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Is there a role for early intervention in treating
adolescent Borderline Personality Disorder (BPD)?
Interest in diagnosing and treating adolescents with BPD
(and other personality disorders/PDs) is a relatively recent
development (1). As research has begun to explore this area, it
has become increasingly clear that both sub-syndromal and
full-threshold BPD can be reliably diagnosed in adolescence
(see 2). While they often go unrecognised, adolescents with BPD
are commonly seen in outpatient mental health services (3-6).
They typically report experiencing immense emotional distress
and often suffer more impairment than peers diagnosed
with other PDs or other mental health disorders (7-9). Some
will go on to recover by early adulthood (10-11) but many will
experience significant life difficulties for years to come (10,12-13).
Adolescents with elevated symptoms of BPD are at increased
risk of experiencing a wide-range of negative outcomes as
adults. These include meeting the criteria for a diagnosis of
BPD as adults, developing substance use or mood disorders,
experiencing significant interpersonal problems, distress
and a reduced quality of life (14). Importantly, the functional
impairments found in adolescents with BPD can persist for
decades (13). There is a compelling case for early intervention
for this group (10,14) in order to alleviate the young person’s
symptoms and distress, and improve their longer-term
outcomes.

What do we know about treating adolescent BPD?
Given the historical lack of attention to treating personality
disorders in adolescents, there is a knowledge gap regarding
‘what works’, both for PDs in general and BPD specifically
(15). As such, there is currently no consensus on which
interventions may be considered ‘best-practice’ for this age
group. There is only one published randomized controlled
trial (RCT) for adolescent BPD to date (16). This trial compared
Cognitive Analytic Therapy (CAT) to good clinical care (GCC;
which consisted of a high-quality, comprehensive intervention)
in a group of outpatient clients aged 15 to 18 years. Both
treatments were effective in achieving substantial and clinically
significant improvement after 11-13 sessions. Few conclusions

can be drawn on the basis of one trial, however the results
suggest that early diagnosis of sub-syndromal or full-threshold
BPD can be matched with an effective intervention (16).
Other research has focused on providing an adolescent version
of Dialectical Behaviour Therapy (DBT), which is a well-known
intervention for adult BPD. Adolescent DBT (DBT-A) differs from
adult DBT in that it is designed to be delivered over a shorter
time-frame (24 sessions over 12 weeks), includes parents
in treatment, places a greater emphasis on the family, and
focuses on teaching a smaller number of skills using language
that is appropriate for an adolescent (17). Preliminary research
(17-18) has shown promising results for DBT-A, although
more definitive evidence will become available when an RCT
evaluating DBT-A for adolescents is completed (19).

What about other therapies that work for adults
with BPD?
Given the lack of research regarding what works for treating
adolescents with BPD, clinicians may instead rely on using
interventions that have only been evaluated with adults with BPD.
Until they have been specifically evaluated with adolescents,
these treatments should be considered experimental (20). This
does not mean that they do not work; rather there is not enough
evidence at this stage to say whether they are effective.
A wide range of interventions are used to treat adult BPD and
many of these have been shown to be effective. These include
cognitive and behavioural-based therapies such as DBT,
Schema-Based Therapy (SBT) and Cognitive Behaviour Therapy
(CBT); psychodynamic approaches such as Mentalisation
Based Therapy (MBT), Transference Focused Therapy (TFT)
and Acceptance and Commitment Therapy (ACT); group
interventions such as Interpersonal Group Therapy (IGP) and
brief skills-training interventions such as Systems Training for
Emotional Predictability and Problem Solving (STEPPS) and
Manualised Cognitive Therapy. Although the results of clinical
trials with adults are encouraging, several systematic reviews of
the effectiveness of these therapies have concluded that there
is insufficient evidence to say which particular therapies work
best for whom (21-24).

Reasonable Evidence in adults:
(e.g. a number of rigorous studies show some consistency in results)

• Dialectical Behaviour Therapy*

Limited Evidence in adults:
(e.g. one or more rigorous studies show positive results)

•
•
•
•
•
•
•

Mixed Evidence in adults:
(e.g. rigorous studies show inconsistent results)

• Manualised Cognitive Therapy

Cognitive Behaviour Therapy (as an add on to TAU)
Mentalisation-Based Partial Hospitalisation
Schema-based Therapy
Acceptance & Commitment Therapy
Transference Focused Therapy
STEPPS (as an add on to TAU)
Interpersonal Group Therapy

TAU: Treatment as Usual; STEPPS: Systems Training for Emotional Predictability and Problem Solving
* This reflects a greater research interest in DBT; there is no evidence to suggest DBT is more effective than other specialised interventions.
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Is there a role for medication in treating
adolescent BPD?

What does this all mean for professionals who
work with young people with BPD?

There is no compelling evidence for the use of medications
to treat adolescent BPD. Medication should never be used as
a primary treatment for adolescent (or adult) BPD (25). While
it is evident that a wide range of medication is used to treat
adults with BPD the evidence-base for their use is limited (26).
Indeed multiple medications are often prescribed to patients
at the same time (25-27), which is ill-advised as it leads to an
increased risk of harmful and potentially serious side effects
(27). Overall, high quality research on the role of medication is
needed before any conclusions can be drawn that help inform
clinical practice.

At the core of improving outcomes for young people with
BPD is the need for appropriate compassionate treatment.
This is perhaps more important than promoting any one
particular therapy. At this stage of evidence and knowledge,
any thoughtful, structured approach that is based on a sound
knowledge of BPD is potentially helpful, whatever its theoretical
underpinnings or technical approach (24-25). A common
element to many effective treatments for BPD is adopting
a non-blaming approach to understanding the individual.
In order for this to be possible adequate supervision and
support for the therapist are essential (20,22,27).

Can it ever be harmful to treat BPD? In
adolescents as well as adults?

Professionals who work with clients in the context of a limited
number of sessions need not attempt to tackle the wide array
of symptoms associated with BPD. Nor should they assume
that the task at hand is to somehow ‘change the young
person’s personality’. Instead, efforts should be focused on
targeting some of the immediate stressors in the young
person’s life, including self-harming behaviour, suicidal
ideation, turbulent family environments or high levels of anxiety
or depression. There is evidence to suggest that by targeting
co-occurring disorders and supporting clients to cope with
current stressors in their lives, treatment can lead to significant
improvements within a relatively short-time frame (34). It is
also important that every effort is made to support a young
person to maintain or regain their ability to function at work
or school and in their social relationships as independently
as possible (29).

Perhaps the most concerning aspect about the current status
of treatment for BPD in all age groups is the gulf that exists
between ‘what works’ and the reality of ‘treatment as usual’ for
this client group (16,28).
It is well recognized that treating adolescents with BPD can
cause considerable stress and strong emotions in clinicians
(29). It is important that clinicians are aware of, and able to
manage, these emotions in a supportive environment as
individuals with BPD are usually highly sensitive to rejection.
Moreover, individuals with BPD often struggle with interpersonal
relationships – including with therapists – and may find it
difficult to remain engaged in therapy (30-31). In the absence
of specialised training and support, self-harming and other
impulsive behaviour is often misinterpreted by clinicians
as deliberate misbehaviour or ‘manipulation’. Such an
interpretation is neither accurate nor helpful (20).
In fact, young people with BPD are usually very ineffective
manipulators; it is the transparency of their actions that makes
them so provocative and so poor at getting what they need
(32). These behaviours can be more helpfully understood
as unhelpful coping mechanisms in the face of emotional
distress (29).
Research indicates that across a range of clinical settings, staff
attitudes towards clients with BPD have traditionally tended to
be negative and critical (30). Such attitudes are likely to lead
to unempathic and unhelpful responses toward clients
(30) and tend to escalate behavioural disturbance (33). It
is only when these attitudes exist that ‘treatment’ may be
considered harmful.

Other Resources
NICE guideline: Borderline Personality Disorder: Treatment and
Management (in both adults and adolescents) (http://www.
nice.org.uk/Guidance/CG78)
www.neabpd.org: A useful American website featuring
articles, video and audio commentaries from several leading
international experts on BPD
Tips and techniques for engaging and managing the reluctant,
resistant or hostile young person (http://www.mja.com.au/
public/issues/187_07_011007/mcc10287_fm.html)

headspace Treating Borderline Personality Disorder in Adolescence

2

References
1.

2.

3.

Johnson J.G., Cohen P., Kasen S., Skodol A.E., Hamagami F. & Brook J.S. (2000)
Age-related change in personality disorder trait levels between early adolescence
and adulthood: a community-based longitudinal investigation. Acta Psychiatr
Scand: 102, p.265-275
Centre of Excellence in Youth Mental Health (2009) Evidence SummaryDiagnosing Borderline Personality Disorder (BPD) in Adolescence: What are the
Issues and what is the Evidence?, Melbourne: Orygen Youth Health Research
Centre
Chanen A.M., Jackson H.J.,McGorry P.D., Allot K.A., Clarkson V., & Yuen H.P.
(2004). Two-year stability of personality disorder in older adolescent outpatients. J
Personality Disorders, 18(6), p.526-541

4.

Paris J. (2005). The development of impulsivity and suicidality in borderline
personality disorder. Developmental Psychopathology, 17, p.1091-1094

5.

Zanarini M.C., Frankenburg F.R., Khera G.S. & Bleichmar J. (2001). Treatment
histories of borderline inpatients. Comp Psychiatry, 42(2), p. 144-150

6.

Clarkin J.F., Levy K.N., Lenzenweger M.F. & Kernberg O.F. (2004). The Personality
Disorders Institute/Borderline Personality Disorder Research Foundation
randomized control trial for borderline personality disorder: rationale, methods,
and patient characteristics. J Personality Disorders,18, p.52-72

7.

Bernstein D.P., Cohen P., Velez C.N, et al (1993) Prevalence and stability of the
DSM-III-R personality disorders in a community-based survey of adolescents. Am
J Psychiatry, 150, p. 1327-1243

8.

Chen H., Cohen P., Kasen S. & Johnson J.G. (2006) Adolescent axis I and
personality disorders predict quality of life during young adulthood. J Adolescent
Health, 39, p.14-19

9.

Chanen A.M, McCutcheon L.K., Jovev M., Jackson H.J. & McGorry P. (2007)
Prevention and early intervention for borderline personality disorder. Med J
Australia, 187 (7), p. S18-S21

10. Skodol A.E., Johnson J.G., Cohen P., Sneed J.R. & Crawford T.N. (2007) Personality
disorder and impaired functioning from adolescence to adulthood. Brit J
Psychiatry. 190, p.415-420
11.

Gunderson J. G., Bender D., Sansislow C., Yen S., Rettew, J.B., Dolan-Sewell R.
et al. (2003) Plausability and possible determinants of sudden “remissions” in
borderline patients. In A. Tasman, R.E. Hales & A.J. Frances (Eds.). Review of
Psychiatry (Vol. 8, p.25-48). Washington, DC: American Psychiatric Press

17. 		Rathus J.H. & Miller A.L. (2002) Dialectical Behavior Therapy adapted for suicidal
adolescents. Suicide and Life-Threatening Behavior, 32(2), p.146
18. 		Fleischhaker C., Munz M., Bohme R., Sixt B. & Shultz E.(2006) Dialectical Behaviour
Therapy for adolescents (DBT-A) – a pilot study on the therapy of suicidal,
parasuicidal, and self-injurious behaviour in female patients with a borderline
personality disorder. Z Kinder Jugendpschiatr Psychother, 34(1), p. 26-27
19. 		Miller A.L. (2008) Adolescence or BPD: how to tell the difference. Webcast.
National Education Alliance for BPD. Accessed 23/04/09 http://www.
borderlinepersonalitydisorder.com/videos-by-date.shtml
20. 		Scheel K. (2000) The empirical basis of dialectical behavior therapy: summary,
critique, and implications. Clinical Psychology: Science and Practice; 7(1), p.68-86
21. 		Binks C.A., Fenton M., McCarthy L., Lee T., Adams C.E. & Duggan C. (2006)
Psychological therapies for people with borderline personality disorder (Review).
The Cochrane Database of Systematic Reviews, 4
22. 		McMain S. (2007) Effectiveness of psychosocial treatments on suicidality in
personality disorders. Canadian J Psychiatry, 52(1), p. 103-144
23. 		Brazier J., Tumur I., Holmes M., Ferriter M., Parry G., Dent-Brown K. & Paisley
S. (2006) Psychological therapies including dialectical behaviour therapy for
borderline personality disorder: a systematic review and preliminary economic
evaluation. Health Technol Assess, 10(1)
24. 		Bateman A. & Tyrer P. (2002) Effective Management of Personality Disorder.
London: Department of Health.
25. 		Paris J. (2005) Recent advances in the treatment of borderline personality
disorder. Canadian J Psychiatry, 50 (8) p. 435-441
26. 		Binks C.A., Fenton M., McCarthy L. et al. (2006). Pharmacological interventions for
people with borderline personality disorder. Cochrane Database of Systematic
Reviews, 1: CD005653
27. 		Lieb K., Zanarini M.C., Schmahl C., Linehan M.M. & Bohus M. (2004). Borderline
personality disorder. Lancet, 364, p.453-461
28. 		Fonagy P., & Bateman A. (2006) Progress in the treatment of borderline
personality disorder. Brit J Psychiatry, 188(1), p.1-3.
29. Zanarini M.C. (2008) Reasons for change in borderline personality disorder (and
other Axis II Disorders). Psychiatric Clinics of North America, 31, p.505-515

12. 		Paris J. (2003) Personality Disorders over Time. Washington, DC: American
Psychiatric Association

30. Commons Trealor, A.J. & Lewis A.J. (2008) Targeted clinical education for staff
attitudes towards deliberate self-harm in borderline personality disorder:
randomized controlled trial. Aust NZ J Psychiatry; 42(11), p.981-988

13. 		Winograd G., Cohen P. & Chen, H. (2008) Adolescent borderline symptoms in the
community: prognosis for functioning over 20 years. J Clinical Psychiatry, 68(2),
p.297-306.

31. Chanen A. M., McCutcheon L., Germano D., Nistico H., Jackson H. J., & McGorry
P.D. (2009) The HYPE Clinic: An Early Intervention Service for Borderline Personality
Disorder. J Psychiatric Practice, 15(3), p.163-172.

14. 		Chanen A.M., Jovev M., McCutcheon L.K., Jackson H.J. & McGorry P.D. (2008)
Borderline personality disorder in young people and the prospects for prevention
and early intervention. Current Psychiatry Reviews, 4, p, 48-57

32. 		Chanen A.M. & McCutcheon L.K. (2008) Engaging and managing an unwilling or
aggressive young person. Medicine Today, 9(6), p.81-83

15. 		NICE. (2009) Borderline personality disorder: treatment and management (No.
CG78). London: National Institute for Health and Clinical Excellence.
16. 		Chanen A.M., Jackson H.J., McCutcheon L.K., Jovev M., Dudgeon P., Yuen H.P.,
Germano D., Nistico H., McDougall E., Weinstein C., Clarkson V. & McGorry P.D.
(2008) Early intervention for adolescents with borderline personality disorder
using cognitive analytic therapy: randomized controlled trial. Brit J Psychiatry, 193, p.
477-484

33. 		Hemmings A. (1999) Attitudes to deliberate self-harm among staff in an accident
and emergency team. Mental Health Care, 2, p.300-302
34. 		Skodol A.E., Gunderson J.G., Shea M.T., et al. (2005) The collaborative longitudinal
personality disorders study (CLPS): overview and implications. J Personality
Disorders, 19(5), p.487–504

Acknowledgements
headspace Evidence Summaries are prepared by the Centre of
Excellence in Youth Mental Health. The series aims to highlight for
service providers the research evidence and best practices for the
care of young people with mental health and substance abuse
problems. The content is based on the best available evidence
and has been appraised for quality. The authors would like to
thank members of the headspace Youth National Reference
Group for their input on this Evidence Summary.

Evidence Summary Writers

Clinical Consultants

Ms Faye Scanlan

Dr Andrew Chanen

Dr Rosemary Purcell

Prof. Patrick McGorry

headspace (The National Youth Mental Health Foundation) is
funded by the Australian Government Department of Health
and Ageing under the Promoting Better Mental Health – Youth
Mental Health Initiative.
For more details about headspace visit www.headspace.org.au
Copyright © 2009 Orygen Youth Health Research Centre
This work is copyrighted. Apart from any use permitted under the
Copyright Act 1968, no part may be reproduced without prior written
permission from Orygen Youth Health Research Centre.

Prof. Alison Yung
Orygen Youth Health Research Centre

National Office

National Youth Mental Health Foundation

p +61 3 9027 0100
f +61 3 9027 0199
info@headspace.org.au
headspace.org.au

