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Abstract

The goals of this study were to (1) assess prevalence rates of borderline personality disorder
(BPD) in public mental health patients and (2) compare research assessment rates to clinical
record rates in those with and without a history of high utilization of inpatient psychiatric
hospitalization. One hundred and sixty participants randomly selected from county mental health
centers were fully assessed. Among the non-high utilizers, 10% met criteria for BPD on research
diagnosis, 4.5% on clinical record diagnosis, and 1.5% on both. Among high utilizers, 42% met
criteria for BPD on research diagnosis, 19% on clinical record diagnosis, and 19% on both. For
the non-high utilizers, the sensitivity of the clinical record diagnosis (compared to the gold
standard of the research diagnosis) was 15% and the specificity was 97%. For the high utilizer
group, the sensitivity of the clinical record diagnosis was 45% and specificity was 100% indicating
that there was never an incorrect clinical diagnosis of BPD among the high utilizers. Thus, while
the specificity of the clinical record was high, the sensitivity of the clinical record diagnosis was
quite low, and the clinical record greatly underestimated the prevalence of BPD in this sample.
Further, since effective outpatient treatment has been developed for these expensive high utilizers
with BPD, the under-recognition of BPD has significant implications for the planning of outpatient
mental health services in public sector settings.

Introduction

Patients with borderline personality disorder (BPD) are among the highest utilizers of psychiatric
services within public sector settings due to repeated usage of these services.1–3 Patients with BPD
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have been found to receive greater amounts of treatment than patients with depression and those
with other personality disorders, and patients with BPD were more likely to have received every
type of psychosocial treatment except self-help groups compared to depressed patients.2 The
criteria for a patient to be considered a high utilizer may differ based on the health system;
however, high utilizer status is often determined based on the utilization rate of acute psychiatric
services such as visits to psychiatric emergency services and inpatient admissions and
hospitalizations. Previous studies indicate that 9–40% of high utilizers have been diagnosed with
BPD.4–9 Interestingly, the highest 40% prevalence rates came from studies focused specifically on
the highest utilizers of psychiatric hospitals.4,7 For individuals with BPD who demonstrate
continued need for and use of inpatient and crisis psychiatric services, it is questionable whether
these services are effective in preventing further suicidal or crisis behaviors.9,10

Patients with BPD who are high utilizers of acute inpatient psychiatric services are a
particularly important subgroup of public sector patients for both clinicians and mental health
care planners. Evidence-based outpatient treatments for BPD have been shown in randomized
controlled trials to be effective at reducing suicidal behavior and increasing functioning for
individuals with BPD.11–17 Since the greatest potential improvement and cost savings for
evidence-based outpatient treatment may be among high inpatient utilizers, a more detailed
understanding on the prevalence of BPD in this population, as well as within the general
public mental health population, is important.

Previous research has shown BPD to have a prevalence of about 2–6% of the general population,
9–10% of psychiatric outpatients, and 20% of psychiatric inpatients, but little is known about
prevalence among patients receiving publically funded mental health services.18–21 Oldham and
Skodol19 examined the prevalence of BPD across a public mental health system and found a rate of
1.9% in 129,286 publicly funded patients in New York State based on computer records.19 Within
a public behavioral health system in California, patients with BPD comprised 8% of the publicly
funded patient population, and these patients utilized 20% of all mental health services and 26% of
all involuntary detentions based on clinical records.20 Given that the general population rates of
BPD are as high as 6%, it seems very likely that diagnoses included in clinic records underestimate
the true prevalence of BPD within public mental health systems.21 Other research on high
utilization and BPD has taken place within one or a small number of hospitals or mental health
centers (and therefore may well reflect the admission criteria or other idiosyncrasies of that agency)
rather than within a designated mental health system such as a county or state.22,23

Several studies have noted the poor diagnostic agreement between structured interviews and
clinicians in “real-world” settings.24,25 In the first study to compare research and clinical diagnosis
of BPD, Zimmerman and Mattia26 found that BPD was much more likely to be diagnosed when a
structured interview was used.26 Similarly, a study comparing a semi-structured interview based on
a Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-IV) checklist versus
clinical interview versus a self-report measure found that only 42% of participants were diagnosed
with BPD by all three methods and that clinical interview diagnosed fewer BPD subjects than
semi-structured.27 By contrast, a study in Barcelona, Spain, found BPD was diagnosed 30% less
when using semi-structured interviews than with clinical evaluation.28 A review of the literature
concluded that convergent validity for BPD diagnosis increases as the structure of the assessment
increases.29 However, there is a lack of empirical data about the concordance of clinical interviews
and structured interviews in more severe populations with BPD such as those in the publicly
funded system and high utilizers.

The goals of this study were to examine the prevalence of BPD among publicly funded
psychiatric outpatients across King County, a large urban county in Washington State that includes
Seattle, and to determine the concordance of diagnosis of BPD in the clinical record with a
standardized research diagnosis for those with and without a history of high utilization of inpatient
psychiatric hospitalization.
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Methods

Participants

The study’s initial sample was comprised of English- and Spanish-speaking adults (18–60 years
old) who were enrolled in one of the participating mental health centers in the King County
Regional Support Network (KCRSN) who had received at least one outpatient mental health
service in the previous 90-day period. Regional Support Networks are the Washington State
designated health systems which administer all publicly funded mental health services in a given
locality. All Medicaid-eligible patients with a disabling mental disorder were eligible to enroll in
KCRSN at the time of the study. KCRSN functions through a total of 17 mental health centers, 15
of which agreed to participate in the study (representing 91% of KCRSN clients).

To conduct this study, the KCRSN Management Information System (MIS) drew a random
sample of individuals meeting selection criteria, oversampling high utilizers. In order to protect the
privacy of these KCRSN clients, each participating agency was sent a list of the clients selected
from that agency by the KCRSN MIS. The agencies then sent a letter from the study to each
individual inviting him or her to participate under a cover letter from the agency endorsing the
study. Individuals provided consent to the research team in one of two ways: either by return of a
postcard or by not calling their agency to refuse participation. Recruitment changed from the more
active “sending in a card” to the more passive “not calling to refuse” due to a low response rate
with the former approach. In the latter approach, agencies gave lists of non-refusing individuals
and their contact information to the research staff.

Correct contact information was provided by agencies for 481 individuals; however, 18
individuals could not be reached. The remaining 463 were contacted and asked to complete a
screening interview. Of those contacted, 38% (N=174) refused to participate either on the phone or
at the screening interview. Thus, screening was completed on 289 individuals. The screening
criterion was a positive score on three or more items of the Personality Diagnostic
Questionnaire—Revised (PDQ-R) which has very high sensitivity for BPD.30–32 Of those
screened, 71% (N=206) met this criterion and 29% (N=83) did not. A standardized diagnosis
interview (i.e., Personality Disorders Examination for BPD) was then conducted for those meeting
the screening criterion for BPD.33 Three quarters (76%; N=156) scheduled and completed the
structured interview. Thus, a final sample of 239 individuals had a known BPD diagnostic status:
those screened who did not meet criteria (N=83) plus those who screened positive and completed
the structured interview (N=156). Identifying information for the final sample was provided to
KCRSN MIS who, in turn, provided the diagnoses of clinical record for these individuals. Due to
missing identifier information from county agencies, it was only possible to uniquely match 160 of
the 239 (66.9%) study participants to the KCRSN MIS. This formed the final sample.

High utilization of inpatient mental health services is defined in Washington State as three or
more inpatient psychiatric hospitalizations in the past 2 years or any hospitalization of 30 days or
longer in the past 2 years. High utilizers were expected to have particularly high prevalence of
BPD based on the literature (9–40%) and were therefore oversampled such that all KCRSN high
utilizers were included in the selection sample. The final sample of 160 included 133 non-high
utilizers and 26 high utilizers. Of the 133 participants who were non-high utilizers, 16.9% had a
severe primary Axis I diagnosis in the clinical record of schizophrenia; 37.9% had either unipolar,
bipolar, or major depression; 16.9% had an anxiety disorder; 18.5% had a substance use disorder;
and 7.3% had another type of diagnosis such as eating and dissociative disorders or no diagnosis
recorded yet. Among the 26 participants who were high utilizers, 8.3% had a diagnosis of
schizophrenia; 29.1% had either unipolar, bipolar, or major depression; 16.7% had an anxiety
disorder; 41.7% had a substance use disorder; and 4.2% had another type of diagnosis such as
eating and dissociative disorders or no diagnosis recorded yet.
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This sample (N=160) was approximately half female (42%). The majority of the sample
was Caucasian (79%). Other ethnic groups included African-American (15%), Hispanic (3%),
Native American or Alaskan Native (2%), Middle Eastern (0.5%), and Pacific Islander
(0.5%). Asian patients were underrepresented because the study was limited to persons who
spoke English or Spanish. Otherwise, this sample was comparable in gender and ethnic
diversity to the full sample, the random sample by the county, and the county client
population overall.

Participants were screened for BPD by research staff (a master’s level clinician and
undergraduate psychology students supervised by this clinician and the PI). All structured
interviews were conducted by the first author or a master’s level clinician, both trained on the
Personality Disorder Examination (PDE) by its author.33 All research staff were trained by the PI to
work with patients with a wide range of psychiatric disorders following a structured protocol. For
their participation, participants were paid $5 at the screening interview and, if screened positive, an
additional $15 for the PDE assessment. All contact, consent, and interview procedures and changes
were approved by university and county institutional review boards.

Measures and sources of information

Personality Diagnostic Questionnaire—Revised This brief questionnaire, containing items
representing criteria for all DSM-III-R personality disorders, was used to provide an initial
screening of participants for BPD. It has excellent reliability and validity as a screening measure
although results in a high false-positive rate.32,34–36

Personality Disorders Examination Participants were administered the BPD items of the PDE to
determine if they met criteria for BPD diagnosis based on this structured research interview. The
PDE was selected as it was the World Health Organization assessment for personality disorders in
international studies. Interrater reliability for BPD on the PDE has been found to be from .73 to .89
and temporal stability from .56 to .84, clearly in the acceptable region.33,37 Validation for BPD
diagnosis with the SCID-II was found by Oldham and colleagues.19

King County Regional Support Network MIS database The KCRSN MIS is a database containing
clinical and treatment information for all publicly funded mental health clients in King County.
This database is designed for administrative reporting. A client may have up to four Axis I and
Axis II clinical diagnoses within this database.

Data analysis

Research diagnosis of BPD was defined on PDE, as with the DSM-IV, as meeting five out of
nine diagnostic criteria. A diagnosis of BPD anywhere in the computerized clinical record was
considered a definite clinical diagnosis of BPD. All clinical diagnoses were considered definite as
the KCRSN MIS does not have an option for rule outs or probable diagnoses. A sensitivity and
specificity analysis was conducted to determine the sensitivity, specificity, and positive and
negative predictive values of the diagnosis in the clinical record compared to the research diagnosis
as the standard.
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Results

BPD prevalence among randomly selected non-high utilizers

Among the non-high utilizers with records matched in the MIS, there were a total of 133
participants (83.1% of the final sample). Of these patients, 9.7% (N=13) met the full research
criteria for BPD and 4.5% (N=6) met criteria in clinical MIS records. As seen in Table 1, only
1.5% of participants were diagnosed with BPD by both methods. In addition, 3% of the non-high
utilizers who were negative by research diagnosis had a positive diagnosis of BPD in the medical
record. Using both criteria, 87% of the sample were negative for BPD. Using the research
diagnosis as the gold standard, the sensitivity of the clinical record diagnosis was 15% and the
specificity was 97%. The positive predictive value of the clinical diagnosis for the non-high utilizer
group was 33, indicating that it was 33% likely that patients testing positive for BPD in their
clinical diagnosis actually have the diagnosis as determined by the PDE. The negative predictive
value for the clinical diagnosis for the non-high utilizer group was 91; therefore, 91% of patients
with no clinical diagnosis of BPD truly did not meet criteria for the disorder based on the research
diagnosis.

BPD prevalence among high utilizers

Twenty-six participants (16.3% of the final sample with records matched in the MIS) were high
utilizers by Washington State definition. Of these high utilizers, 42.3% (N=11) met the full
research criteria for BPD and 19.2% (N=5) met criteria by clinical MIS record.

As seen in Table 2, examining just the high utilizers (N=26), a rate of 45.4% of participants with
a research diagnosis of BPD were also diagnosed as BPD in the clinical record. Research diagnosis
of BPD was found in 100% of those with a diagnosis of BPD in the clinical record. In addition,
none of the participants without a research diagnosis had a clinical diagnosis of BPD. Using both
criteria, there was agreement on 19.2% of participants meeting the BPD criteria and 57.7% not
meeting criteria. For the high utilizer group, the sensitivity of the clinical record diagnosis
(compared to the gold standard of the research diagnosis) was 45% and specificity was 100% (there
was never an incorrect clinical diagnosis of BPD among the high utilizers). The positive predictive
value of the clinical diagnosis for the high utilizer group was 100, indicating that it was 100%
likely that patients meeting criteria for BPD in their clinical diagnosis actually have the diagnosis
as determined by the PDE. The negative predictive value for the clinical diagnosis for the high
utilizer group was 71.4, suggesting that 71.4% of patients with no clinical diagnosis of BPD truly
do not meet criteria for the disorder based on the research diagnosis.

Table 1
Relationship between cases diagnosed by structured interview and by clinical record for the non-

high utilizer group (N=133)

Research interview

Met criteria (BPD)
Did not meet criteria

(non-BPD) Total

Clinical record Diagnosis in record (BPD) 2 (1.5%) 4 (3%) 6 (4.5%)
Diagnosis not in record (non-BPD) 11 (8.2%) 116 (87.2%) 127 (95.4%)
Total 13 (9.7%) 120 (90.2%) 133 (100%)

Percentages represent percent of total sample. Clinical record: sensitivity=15%, specificity=97%, positive
predictive value=33.3, and negative predictive value=91.3
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Discussion

The results from this pilot study indicate that the research diagnosis prevalence of BPD was
9.7% among non-high utilizers of inpatient psychiatric services, on the low end of previous
prevalence estimates in outpatient care based on research diagnosis.1,2 By contrast, 4.5% of the
sample were diagnosed with BPD in the clinical record—higher than the New York State sample of
1.9% and considerably lower than the sample within a public behavioral health system in
California of 8%.19,20 Only 1.5% of the sample was diagnosed with BPD by both methods. Thus,
while the specificity and negative predictive value of the clinical record were high, the sensitivity
and positive predictive value of the clinical record diagnosis were quite low, and the clinical record
greatly underestimated the prevalence of BPD in this sample.

For those who were high utilizers of inpatient psychiatric services, the research diagnosis
prevalence was much higher (42.3%) though only 19.2% were diagnosed with BPD in the clinical
record. The clinical record diagnosis of BPD was found to have a sensitivity of 45% which
indicates that less than half of the patients who had the research diagnosis of BPD did not have that
diagnosis in the clinical record. However, the positive predictive value and specificity of 100
indicated that everyone diagnosed with BPD in the clinical record also met criteria by research
diagnosis and none of the individuals without BPD in the clinical record met research criteria.
However, the negative predictive value of 71%—with the sensitivity of 45%—indicates that the
absence of the diagnosis in the medical record should not imply the absence of the diagnosis for
high utilizers. There was more agreement between clinical and research diagnoses in this
population suggesting that the presence of crisis behaviors may trigger the inclusion of a BPD
diagnosis in the clinical record. Additionally, high utilization may be a proxy for clinical severity
which may be associated with a clearer diagnostic picture.

As hypothesized, there was poor agreement between the research and clinical diagnoses, which
is consistent with previous studies that have noted the poor diagnostic agreement between
structured interviews and clinicians in “real-world” settings.24–28 As seen in the studies by
Zimmerman and Mattia26 and Sansone et al.27, the clinical system appeared to have many false
negatives and fewer false positives in BPD diagnosis relative to research interview.26,27 This is the
opposite of what was found by Andion et al.28 in the Barcelona, Spain, sample.28 This may be due
to the system requirement for Axis I but not Axis II disorders, a desire to avoid stigmatizing
patients with a diagnosis with negative connotations or a bias against diagnoses for which
treatment is not readily available. However, the underdiagnosis of BPD is important because those
with undiagnosed BPD may appear to have treatment-refractory depression or other mood or

Table 2
Relationship between cases diagnosed by structured interview and by clinical record for the high

utilizer group (N=26)

Research interview

Met criteria (BPD)
Did not meet criteria

(non-BPD) Total

Clinical record Diagnosis in record (BPD) 5 (19.2%) 0 (0%) 5 (19.2%)
Diagnosis not in record (non-BPD) 6 (23%) 15 (57.7%) 21 (80.8%)
Total 11 (42.3%) 15 (57.7%) 26 (100%)

Percentages represent percent of total sample. Clinical record: sensitivity=45%, specificity=100%, positive
predictive value=1.0, and negative predictive value=71.4
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anxiety disorders and appear untreatable when in fact they might respond if given treatment
specific to BPD. This study also supports previous research suggesting the need for more structured
and standardized methods of BPD diagnosis by public mental health clinicians and systems.26,29

This pilot study had several limitations. There were problems in matching the research cases
with the clinical MIS record resulting in a smaller subgroup with both diagnoses. There are
concerns about the representativeness of the sample based on diagnosis due to the fact that high
utilizers were oversampled; however, the sample was representative in terms of gender and
ethnicity. Another limitation was the use of the computerized clinical record as a measure of
clinical diagnosis. This record allows up to four diagnoses, but it may be that an examination of
each mental health center’s medical record would reveal diagnoses or “rule outs” which were not
coded into the MIS system. The validity of the clinical diagnosis of BPD in the MIS is not known
and is likely to be a highly conservative measure of diagnostic prevalence. The study examined the
concordance between research and clinical diagnoses within one public behavioral health system;
therefore, results might not be generalizable to other public or private sector settings.

Implications for Behavioral Health

Results indicate that the county’s clinical record of BPD indicates adequate specificity (those
without BPD are not diagnosed with it) but such low sensitivity that most individuals with BPD
will be missed. This has several health services implications. First, the research diagnosis indicates
that there is twice the need for services for BPD than the county would have reason to suspect from
its own data. At 10% of the non-high utilizer patient population and almost half the high utilizer
population, BPD is clearly prevalent enough to indicate the need for services for this disorder.

Results of the current study should be interpreted given the context of the health system within
King County, as the available treatment options for outpatient care are unique to this system;
therefore, results might not be generalizable to all public behavioral health systems. “Standard
outpatient care” in King County’s public mental health system, as in many others, is based on
assertive community treatment, which was designed for patients with schizophrenia or other
chronically disabling psychotic or mood disorders as opposed to patients with BPD.38,39 Dialectical
behavior therapy (DBT) is the most extensively studied of all approaches to BPD, and several
randomized controlled trials have demonstrated the efficacy of DBT.17,40,41 However, there are
several other treatments that have empirical support for the treatment of BPD, including
mentalization-based treatment, schema-focused therapy, transference-focused therapy, and general
psychiatric management.11–14,42–44 The evidence-based treatments for patients with BPD differ
significantly from the model based on assertive community treatment in that (a) they are staffed by
trained psychotherapists, not case managers; (b) the majority of the treatment is individual
psychotherapy (and in DBT skills training groups) instead of coordination of pharmacotherapy,
psychoeducational and supportive group psychotherapy, and social services such as housing,
finances, and vocational rehabilitation; (c) most appointments are in the office as opposed to on the
phone and in the community; and (d) appointments are at regularly scheduled weekly times as
opposed to flexibly in response to the changing needs of the patient. Thus, if typical mental health
center treatment is mismatched for BPD patients, high utilization of inpatient services is not
surprising, especially when suicide or crisis behaviors are so common.2,3 Better documentation of
the true prevalence of BPD in public mental health is critical to the public system taking seriously
this poor match of care for individuals with BPD.

It is concluded that BPD is markedly underdiagnosed in this public mental health population and
that the reliability of BPD diagnosis among providers in a public mental health system is increased
based on the patients’ utilization rate of inpatient hospitalizations. Further, since effective
outpatient treatment has been developed for these expensive BPD high utilizers, such major under-
recognition has significant implications for the outcomes of outpatient mental health services.
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Other studies are needed to better assess both the prevalence of individuals with borderline
personality disorder in mental health centers and whether they are receiving adequate care.

Acknowledgments

This study was supported by grants from the National Institute of Mental Health
(#MH5558701).

Conflict of Interest Dr. Comtois provides professional training in DBT and receives compensation
for these activities in addition to her salary from the University of Washington. This financial
interest and the design of the study have been reviewed and approved by the University of
Washington. Dr. Carmel has no conflicts of interest to report.

References

1. Zanarini MC, Frankenburg FR Hennen J, et al. Mental health service utilization by borderline personality disorder patients and axis II
comparison subjects followed prospectively for 6 years. Journal of Clinical Psychiatry 2004; 65(1): 28–36.

2. Bender DS, Dolan RT, Skodol AE, et al. Treatment utilization by patients with personality disorders. American Journal of Psychiatry
2001; 158(2): 295–302.

3. Linehan MM, Heard HL. Borderline personality disorder: Costs, course, and treatment outcomes. In: N. Miller & K. Magruder (Eds). The
cost effectiveness of psychotherapy: A guide for practitioners. New York: Oxford University Press, 1999, pp. 291–305.

4. Geller JL. In again, out again: Preliminary evaluation of a state hospital’s worst recidivists. Hospital and Community Psychiatry 1986; 4:
386–390.

5. Simon, O. R., Swann, A. C., Powell, K. E., et al. Characteristics of impulsive suicide attempts and attempters. Suicide and Life
Threatening Behaviors 2001; 32(1 Suppl): 49–59.

6. Surber RW, Winkler EL, Monteleone M, et al. Characteristics of high users of acute psychiatric inpatient services. Hospital and
Community Psychiatry 1987; 38: 1112–1114.

7. Swigar ME, Astrachan B, Levine MA, et al. Single and repeated admissions to amental health center: Demographic, clinical and use of
service characteristics. International Journal of Social Psychiatry 1991; 37, 259–266.

8. van Asselt ADI, Dirksen CD, Arntz A, et al. The cost of borderline personality disorder: Societal cost of illness in BPD-patients.
European Psychiatry 2007; 22: 354–361.

9. Woogh CM. A cohort through the revolving door. Canadian Journal of Psychiatry 1986; 31: 214–221.
10. Comtois KA, Elwood L, Holdcraft LC, et al. Effectiveness of dialectical behavioral therapy in a community mental health center.

Cognitive and Behavioral Practice 2007; 14: 406–414.
11. Bateman A, Fonagy P. Effectiveness of partial hopitalization in the treatment of borderline personality disorder: A randomized controlled

trial. American Journal of Psychiatry 1999; 156: 1563–1569.
12. Bateman A, Fonagy P. Treatment of borderline personality disorder with psychoanalytically oriented partial hospitalization: An 18-month

follow-up. American Journal of Psychiatry 2001; 158(11): 1932–1933.
13. Bateman A, Fonagy P. Eight-year follow-up of patients treated for borderline personality disorder: mentalization-based treatment versus

treatment as usual. American Journal of Psychiatry 2008; 165(5): 631–638.
14. Bateman A, Fonagy P. Randomized controlled trial of outpatient mentalization-based treatment versus structured clinical management for

borderline personality disorder. American Journal of Psychiatry, 2009; 166(12): 1355–1364.
15. Lieb K, Zanarini MC, Schmahl C, et al. Borderline personality disorder. 2004; Lancet, 364(9432), 453–461. doi:10.1016/S0140-

6736(04)16770-6.
16. Linehan MM. Cognitive-behavioral treatment of borderline personality disorder. New York: Guilford Press, 1993.
17. Linehan MM, Comtois KA, Murray AM, et al. Two-year randomized controlled trial and follow-up of dialectical behavior therapy vs

therapy by experts for suicidal behaviors and borderline personality disorder. Archives of General Psychiatry 2006; 63(7): 757–766.
18. Zimmerman M, Rothschild L, Chelminski I. The prevalence of DSM-IV personality disorders in psychiatric outpatients. American

Journal of Psychiatry 2005; 162(10): 1911–1918. doi:10.1176/appi.ajp.162.10.1911.
19. Oldham JM, Skodol AE. Personality disorders in the public sector. Hospital and Community Psychiatry 1991; 42(5): 481–487.
20. Carmel A. Effectiveness of dialectical behavior therapy in a public behavioral health system: Final report. San Francisco: Community

Behavioral Health Services, 2011.
21. Grant BF, Chou SP, Goldstein R. et al. Prevalence, correlates, disability, and comorbidity of DSM-IV borderline personality disorder:

Results from the Wave 2 National Epidemiologic Survey on Alcohol and Related Conditions. Journal of Clinical Psychiatry 2008; 69(4):
533–545.

22. Bagge CL, Stepp SD, Trull TJ. Borderline personal disorder features and utilization of treatment over two years. Journal of Personality
Disorders 2005; 19(4): 420–439.

Borderline Personality Disorder and High Utilization COMTOIS, CARMEL 279

http://dx.doi.org/10.1016/S0140-6736(04)16770-6
http://dx.doi.org/10.1016/S0140-6736(04)16770-6
http://dx.doi.org/10.1176/appi.ajp.162.10.1911


23. Korzekwa MI, Dell PF, Links PS, et al. Estimating the prevalence of borderline personality disorder in psychiatric outpatients using a
two-phase procedure. Comprehensive Psychiatry 2008; 49: 380–386.

24. Aronen ET, Noam GG, Weinstein SR. Structured diagnostic interviews and clinicians’ discharge diagnoses in hospitalized adolescents.
Journal of the American Academy of Child & Adolescent Psychiatry 1993; 32(3): 674–681.

25. Lewczyk CM, Garland AF, Hurlburt MS, et al. Comparing DISC-IV and clinician diagnoses among youths receiving public mental health
services. Jounral of American Academic Child Adolescent Psychiatry, 2003; 42(3): 349–356. doi:10.1097/00004583-200303000-00016.

26. Zimmerman M, Mattia JI. Differences between clinical and research practices in diagnosing borderline personality disorder. American
Journal of Psychiatry 1999; 156(10): 1570–1574.

27. Sansone RA, Songer DA, Gaither GA. Diagnostic approaches to borderline personality and their relationship to self-harm behavior.
International Journal of Psychiatry in Clinical Practice 2001; 5: 273–277.

28. Andion O, Ferrer Vinardell M, Matali JL, et al. Borderline personality disorder diagnosis: Concordance between clinical and
semiestructured interview evaluation. Actas Españolas de Psiquiatría 2008; 36(3): 144–150.

29. Widiger TA, Samuel DB. Evidence-based assessment of personality disorders. Psychological Assessment 2005; 17(3): 278–287.
doi:10.1037/1040-3590.17.3.278.

30. Guthrie PC, Mobley BD. A comparison of the differential diagnostic efficiency of three personality disorder inventories. Journal of
Clinical Psychology 1994; 50(4): 656–665.

31. Hyler SE, Skodal AE, Oldham JM, et al. Validity of the Personality Diagnostic Questionnaire-Revised: A replication in an outpatient
sample. Comprehensive Psychiatry 1992; 33(2): 73–77.

32. Hyler SE, Skodol AE, Kellman, et al. Validity of the Personality Diagnostic Questionnaire-revised: Comparison with two structured
interviews. American Journal of Psychiatry 1990; 147(8): 1043–1048.

33. Loranger AW, Sartorius N, Andreoli A, et al. The International Personality Disorder Examination. The World Health Organization/
Alcohol, Drug Abuse, and Mental Health Administration international pilot study of personality disorders. Archives of General
Psychiatry 1994; 51(3): 215–224.

34. Trull TJ. Temporal stability and validity of two personality disorder inventories. Psychological Assessment. 1993; 5(1), 11–18.
35. Trull TJ, Larson SL. External validity of two personality disorder inventories. Journal of Personality Disorders 1994; 8(2): 96–103.
36. Yeung AS, Lyons MJ, Waternaux CM, et al. Empirical determination of thresholds for case identification: Validation of the Personality

Diagnostic Questionnaire-Revised. Comprehensive Psychiatry 1993; 34(6): 384–391.
37. Zimmerman M. Diagnosing personality disorders. Archives of General Psychiatry 1994; 51: 225–245.
38. Stein LI. A system approach to reducing relapse in schizophrenia. Journal of Clinical Psychiatry 1993; 54 Suppl: 7–12.
39. Thompson KS, Griffith EE, Leaf PJ. A historical review of the Madison model of community care. Hospital and Community Psychiatry

1990; 41(6): 625–634.
40. Linehan MM, Armstrong HE, Suarez A, et al. Cognitive-behavioral treatment of chronically parasuicidal borderline patients. Archives of

General Psychiatry 1991; 48: 1060–1064.
41. Verheul R, Kranzler HR, Poling J, et al. Axis I and axis II disorders in alcoholics and drug addicts: Fact or artifact? Journal of Studies on

Alcohol and Drugs 2000; 61(1): 101-110.
42. Giesen-Bloo J, van Dyck R, Spinhoven P, et al. Outpatient psychotherapy for borderline personality disorder: randomized trial of schema-

focused therapy vs transference-focused psychotherapy. Archives of General Psychiatry 2006; 63(6): 649–658.
43. Clarkin JF, Levy KN, Lenzenweger MF, et al. Evaluating three treatments for borderline personality disorder: a multiwave study.

American Journal of Psychiatry 2007; 164(6): 922–928.
44. McMain SF, Guimond T, Streiner DL, et al. Dialectical behavior therapy compared with general psychiatric management for borderline

personality disorder: Clinical outcomes and functioning over a 2-year follow-up. American Journal of Psychiatry 2012; 169:650–661.

280 The Journal of Behavioral Health Services & Research 43:2 April 2016

http://dx.doi.org/10.1097/00004583-200303000-00016
http://dx.doi.org/10.1037/1040-3590.17.3.278

	Borderline Personality Disorder and High Utilization of Inpatient Psychiatric Hospitalization: Concordance Between Research and Clinical Diagnosis
	Abstract
	Introduction
	Methods
	Participants
	Measures and sources of information
	Data analysis

	Results
	BPD prevalence among randomly selected non-high utilizers
	BPD prevalence among high utilizers

	Discussion
	Implications for Behavioral Health
	Acknowledgments
	References


