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Abstract
Introduction—The purpose of this study was to assess the severity of dissociation reported by
borderline patients and axis II comparison subjects over 10 years of prospective follow-up.

Method—The Dissociative Experiences Scale (DES)—a 28-item self-report measure—was
administered to 290 borderline inpatients and 72 axis II comparison subjects during their index
admission. It was also re-administered at five contiguous two-year follow-up periods.

Results—The overall severity of dissociative experiences of those in both study groups
decreased significantly over time but was discernibly greater in borderline patients (61% vs. 43%).
The same pattern emerged for the sub-types of dissociation that were studied: absorption,
depersonalization, and amnesia.

Conclusion—The severity of dissociation declines significantly over time for even severely ill
borderline patients. However, it remains a recurring problem for over a third of those with DES
scores that initially were in the range associated with trauma-spectrum disorders.
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An early review of the clinical literature suggested that three areas of cognitive disturbance
were particularly associated with the diagnosis of borderline personality disorder (BPD):
experiences of depersonalization and derealization, feelings of distrust and suspiciousness,
and stress-related micropsychotic episodes (1). Twelve studies were subsequently published
that assessed the presence of the dissociative experiences reported by borderline patients
(2-13). Taken together, it was found that these experiences were both common and
discriminating for those with BPD.

More recently, studies have focused on the severity of the dissociative symptoms of
borderline patients using the Dissociative Experiences Scale (DES) (14-18)—a 28-item self-
report measure with proven psychometric properties. In general, they have found that
borderline patients have a mean DES score of 17.8-27.4. This range is similar to mean
scores achieved by late adolescents and eating-disordered patients but substantially lower
than mean DES scores achieved by patients meeting criteria for PTSD or dissociative
disorders, including dissociative identity disorder (DID) (19-22). It was also found that
borderline patients had a significantly higher mean score on the DES than comparison
subjects with other forms of personality disorder (16-18). Additionally, it was found that
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borderline patients had higher mean scores than axis II comparison subjects on the three
factors that underlie the DES: absorption, depersonalization, and amnesia (16-18).

The current study is the first study, to the best of our knowledge, to assess the severity of the
dissociative experiences of borderline patients and axis II comparison subjects over time.
More specifically, the DES was administered at baseline and at five contiguous two-year
follow-up periods to a large sample of carefully diagnosed borderline patients and
comparison subjects with other forms of personality disorder. Over the ten years of follow-
up, retention was high in both study groups.

The study had three aims. The first was to determine the course of the overall severity of
dissociation as well as the severity of the three subtypes of dissociation assessed by the DES
—absorption, depersonalization, and amnesia —among borderline patients and axis II
comparison subjects. The second aim was to examine the overall severity of dissociation
over time of borderline patients who had low levels, moderate levels, and high levels of
overall dissociation at baseline. The third aim was to examine time to remission and time to
recurrence for those borderline patients who had a mean DES score in the high range at
baseline. In addition, we assessed time to new onset of a high score for those borderline
patients with a mean DES score in the low-moderate range at baseline.

Methods
The current study is part of the McLean Study of Adult Development (MSAD), a
multifaceted longitudinal study of the course of borderline personality disorder. The
methodology of this study has been described in detail elsewhere (23). Briefly, all subjects
were initially inpatients at McLean Hospital in Belmont, Massachusetts. Each patient was
screened to determine that he or she: 1) was between the ages of 18-35; 2) had a known or
estimated IQ of 71 or higher; 3) had no history or current symptomatology of schizophrenia,
schizoaffective disorder, bipolar I disorder, or an organic condition that could cause
psychiatric symptoms; and 4) was fluent in English.

After the study procedures were explained, written informed consent was obtained. Each
patient then met with a masters-level interviewer blind to the patient’s clinical diagnoses for
a thorough diagnostic assessment. Three semistructured interviews were administered: 1) the
Structured Clinical Interview for DSM-III-R Axis I Disorders (SCID-I) (24), 2) the Revised
Diagnostic Interview for Borderlines (DIB-R) (25), and 3) the Diagnostic Interview for
DSM-III-R Personality Disorders (DIPD-R) (26). The inter-rater and test-retest reliability of
all three of these measures have been found to be good-excellent (27, 28).

The dissociative experiences of borderline patients were assessed using the DES at each of
the study’s six assessment periods (19-22). Each item within the DES is rated according to
the percentage of time that the patient has experienced that particular type of dissociative
experience. For example, a score of 30 on the depersonalizarion sub-scale of the DES
suggests that the patient has spent 30% of his or her waking time struggling with feelings of
unreality. The DES has been found to have good test-retest and split-half reliability. It has
also been found to have construct and criterion validity. The DES provides an overall score
that has been normed in various patient populations. In addition, the DES provides three
factor scores that have been found to be internally consistent: absorption, depersonalization,
and amnesia. According to guidelines extrapolated from the developers of the DES (19-22),
scores of 10 or less are considered to be in the low dissociation range, and scores between
10 and 29.9 are considered to be in the mid-range, similar to the range achieved by late
adolescents and eating-disordered patients. Scores of 30 or above are considered to be in the
high range, which is consistent with those of individuals meeting criteria for PTSD or DID.
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Data obtained from the DES were assembled in panel format (i.e., multiple records per
patient, with one record for each follow-up period for which data were available). Random
effects regression modeling methods assessing the role of group (BPD vs. OPD; high,
moderate, or low baseline DES score among borderline patients), time, and their interaction,
and controlling for gender (BPD vs. OPD analyses as there was a between-group difference
in gender) were used in analyses of mean DES score data. As total DES and sub-scores were
skewed, continuous measures were logarithmically transformed prior to modeling analyses
in order to achieve distributions that were more symmetric. Alpha was set at the p<0.05
level, two-tailed.

We defined time-to-remission of a high DES score (30 or higher) as the follow-up period at
which remission was first achieved. Thus, possible values for this time-to-remission measure
were 2, 4, 6, 8, or 10 years, with time=2 years for persons first achieving a lower DES score
during the first follow-up period, time=4 years for persons first achieving a lower DES score
during the second follow-up period, etc. We defined time-to-new onset in a like manner. We
defined time-to-recurrence in a somewhat different manner (i.e., the number of years after a
remission had been achieved that a high DES score first reoccurred). Thus, time-to-
recurrences were 2, 4, 6, or 8 years after first remission.

Results
Two hundred and ninety patients met both DIB-R and DSM-III-R criteria for BPD and 72
met DSM-III-R criteria for at least one nonborderline axis II disorder (and neither criteria set
for BPD). Of these 72 comparison subjects, 4% met DSM-III-R criteria for an odd cluster
personality disorder, 33% met DSM-III-R criteria for an anxious cluster personality
disorder, 18% met DSM-III-R criteria for a nonborderline dramatic cluster personality
disorder, and 53% met DSM-III-R criteria for personality disorder not otherwise specified
(which was operationally defined in the DIPD-R as meeting all but one of the required
number of criteria for at least two of the 13 axis II disorders described in DSM-III-R).

Baseline demographic data have been reported before (23). Briefly, 77.1% (N=279) of the
subjects were female and 87% (N=315) were white. The average age of the subjects was 27
years (SD=6.3), the mean socioeconomic status was 3.3 (SD=1.5) (where 1=highest and
5=lowest) (29), and their mean GAF score was 39.8 (SD=7.8) (indicating major impairment
in several areas, such as work or school, family relations, judgment, thinking, or mood).

In terms of continuing participation, 90.1% (N=309) of surviving patients were
reinterviewed at all five follow-up waves. More specifically, 91.5% of surviving borderline
patients (249/272) and 84.5% of surviving axis II comparison subjects (60/71) were
evaluated six times (baseline and five follow-up periods).

Table 1 details mean total DES scores and mean absorption, depersonalization, and amnesia
sub-scores over time for both study groups. As the relative differences for diagnosis and
time in the table contain much fine-grained information, we believe that an example would
be useful. As can be seen, borderline patients reported a mean total DES score of 21.8
(SD=18.6) at baseline (and axis II comparison subjects reported a mean score of 7.5
[SD=7.9]). By the time of their 10-year follow-up, the mean total DES score reported by
borderline patients had declined to 8.5 (SD=12.1) (and that of axis II comparison subjects
had declined to 3.9 [SD=5.6]). The relative difference of 2.58 for diagnosis indicates that the
mean total DES score reported by borderline patients at baseline is approximately 2½ times
larger than the corresponding mean for axis II comparison subjects. The relative difference
of 0.57 for time indicates that the relative change from baseline to 10-year follow-up
resulted in an approximately 43% (or [1 – 0.57]×100%) decline for axis II comparison
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subjects. In contrast, the significant interaction between diagnosis and time for the total DES
score indicates that the relative decline from baseline to 10-year follow-up is approximately
61% (or [1 – 0.57×0.69]×100%) for borderline patients.

As for the three sub-scale scores, the relative differences of 2.44, 3.36, and 2.54 for
diagnosis indicate that the mean absorption, depersonalization, and amnesia scores reported
by borderline patients at baseline were approximately 2½, 3, and 2½ times larger than the
corresponding means for axis II comparison subjects. The relative differences of 0.45, .74,
and .68 for time indicate that the relative change from baseline to 10-year follow-up resulted
in an approximately 55%, 26%, and 32% decline among axis II comparison subjects for
absorption, depersonalization, and amnesia respectively. In contrast, the significant
interactions between diagnosis and time for the three sub-scale scores indicate that the
relative decline from baseline to 10-year follow-up is approximately 65% (absorption), 59%
(depersonalization), and 62% (amnesia) for borderline patients.

Figure 1 details the mean total DES scores of three sub-groups of borderline patients defined
by their baseline mean total DES score. Those in the high (N=76) and moderate (N=122)
baseline DES groups had a significantly faster rate of decline than those in the low DES
group (N=92) (χ2 =80.4, df=2, p<0.001). It was also found that those in the high DES group
had a significantly faster rate of decline than those in the moderate group (χ2 =4.6, df=1,
p=0.0325). However, those in all three groups experienced a significant decline in mean
total DES score from baseline to 10-year follow-up (with relative decline of 73% in the high
group: χ2 =249.2, df=1, p<0.001; 66% in the moderate group: χ2 =306.2, df=1, p<0.001;
38% in the low group: χ2 =60.9, df=1, p<0.001).

Figure 2 details the rates of remission and recurrence of a mean DES score in the high range
for the 76 borderline patients who scored in this range at baseline. As can be seen, over 90%
of borderline patients reporting very high levels of dissociation at baseline experienced a
remission of this high level of dissociation over time. However, slightly more than a third of
borderline patients who experienced a remission later experienced a recurrence of severe
dissociative symptoms. As for the 214 borderline patients who had a mean DES score in the
low or moderate range at baseline, about 8% experienced a new onset of severe dissociative
symptoms over the 10 years of prospective follow-up. (These analyses were limited to
borderline patients as only two (2.8%) of axis II comparison subjects had mean DES scores
of 30 or more at baseline, both had a remission, neither had a recurrence, and only one
additional comparison subject had a new onset.)

Discussion
Two main findings have emerged from this study. The first is that the overall severity of
dissociative experiences as assessed by the DES declined significantly over time for both
borderline patients (61% relative decrease) and axis II comparison subjects (43% relative
decrease). Similar declines were reported for both groups for the three main components of
dissociation as assessed by the DES: absorption (65% vs. 55%), depersonalization (59% vs.
26%), and amnesia (62% vs. 32%). Taken together, this set of findings suggests that all
types of dissociative experiences decline in severity for borderline patients (and axis II
comparison subjects). However, these declines were significantly greater for borderline
patients than axis II comparison subjects.

The second main finding is that borderline patients with high levels of dissociation at
baseline were found to have less severe symptoms over time. This was so whether
dissociation was studied as a continuous variable or as a series of categorical variables:
time-to-remission of severe dissociation, time-to-recurrence, and time-to-new onset. In fact,
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these categorical variables suggest that even the most severely dissociated borderline
patients are likely to report a clinically meaningful decline in the severity of their
dissociation over time. These results also suggest that these declines are stable for two-thirds
of those achieving a remission. In addition, they suggest that new occurrences of severe
dissociation are quite rare. Taken together, these findings provide hope to both borderline
patients suffering from serious dissociation and those treating them. In time, the suffering
and disability associated with serious dissociation will decrease substantially for most and
this lessening of severity will tend to be stable.

A caveat of comparing three levels of severity of dissociation over time is that those with
more extreme scores (either particularly high or low) at baseline are expected to have less
extreme scores at follow-up due to the statistical phenomena of regression to the mean.
However, the fact that those with low scores did not increase over time indicates that the
regression effect is likely modest for these data.

A limitation of this study is that all of the patients were seriously ill inpatients at the start of
the study. Another limitation is that about 90% of those in both patient groups were in
individual therapy and taking psychotropic medications at baseline and about 70% were
participating in each of these outpatient modalities during each follow-up period (30). Thus,
it is difficult to know if these results would generalize to a less disturbed group of patients or
people meeting criteria for BPD who are not in treatment.

It is also unclear if the decline of dissociative experiences can be attributed to treatment, the
passage of time, the support offered by family and friends, or some combination of these
factors. Further research is needed to determine the reason or reasons for the substantial
decline in dissociative symptomatology reported by even the most disturbed borderline
patients.

Future research is also needed to determine the longitudinal relationship between
dissociative experiences and other symptoms of BPD, such as episodes of self-mutilation,
that have been found to have a cross-sectional relationship (14). Finally, further research of
a longitudinal nature is needed to determine if the dissociative experiences of borderline
patients are stress related in nature or more chronic (31).
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Significant Outcomes

• 92% of those borderline patients with a high DES score (30 or higher) at
baseline had a remission of their severe dissociation during the10 years of
follow-up.

• 38% of the borderline patients who had such a remission had a recurrence of a
high DES score.

• Only a low 8% of those with lower scores at baseline had a new onset of high
levels of dissociation over the years of follow-up.

• High levels of dissociation were rare at baseline among axis II comparison
subjects and only emerged for one subject over time.
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Limitations

• All subjects were initially inpatients and thus, the results of this study may not
apply to less seriously ill outpatients.

• The majority of the sample was in treatment and thus, the results may not
generalize to untreated subjects.

• The naturalistic design of the study makes it impossible to determine if the
observed changes were due to treatment, the passage of time, the support offered
by family and friends, or some admixture of the three.
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Figure 1. Mean DES Scores (and standard errors) Attained by Baseline Groups of Bordeline
Patients over Ten Years of Prospective Follow-up
Ns for high DES group: 76, 72, 70, 68, 66, and 66; Ns for moderate group: 122, 114, 111,
109, 107, and 103; Ns for low group: 92, 89, 88, 87, 82, and 80.
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Figure 2. Rates of Remission, Recurrence, and New Onsets of High DES Scores (30 or more)
among Borderline Patients over Ten Years of Prospective Follow-up
Note: Since a recurrence can only occur after a remission, there is no possibility of a
recurrence occurring at the 2-year follow-up. Even though recurrences are displayed in this
figure at the 4, 6, 8, and 10-year follow-up periods, these recurrences are actually occurring
2, 4, 6, and 8 years after the remission. All told, 61 borderline patients of the 76 who had a
high DES score at baseline experienced a remission and 18 of those who remitted
experienced a recurrence. Of the 214 with a low-moderate baseline score, 14 experienced a
new onset of a high DES score.
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