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Developmental trajectories of anger and sadness dysregulation in
childhood differentially predict later borderline symptoms
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Abstract

Difficulties with emotion regulation are integral to borderline personality disorder (BPD) and its hypothesized developmental pathway. Here,
we prospectively assess trajectories of emotion processing across childhood, how BPD symptoms impact these trajectories, and whether
developmental changes are transdiagnostic or specific to BPD, as major depressive (MDD) and conduct disorders (CD) are also characterized
by emotion regulation difficulties. This study included 187 children enriched for those with early symptoms of depression and disruptive
behaviors from a longitudinal study. We created multilevel models of multiple components of emotional processing from mean ages 9.05 to
18.55 years, and assessed the effect of late adolescent BPD, MDD, and CD symptoms on these trajectories. Linear trajectories of coping with
sadness and anger, and quadratic trajectories of dysregulated expressions of sadness and anger were transdiagnostic, but also exhibited
independent relationships with BPD symptoms. Only inhibition of sadness was related to BPD symptoms. The quadratic trajectories of poor
emotional awareness and emotional reluctance were also independently related to BPD. Findings support examining separable components of
emotion processing across development as potential precursors to BPD, underscoring the importance of understanding these trajectories as
not only a marker of potential risk but also potential targets for prevention and intervention.
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Introduction

Borderline personality disorder (BPD) is a relatively common
and highly impairing diagnosis characterized by affective lability
and impulsivity, as well as unstable interpersonal relationships and
self-image (American Psychiatric Association, 2013). BPD affects
1–2% of the general population (Torgersen et al., 2001), but
prevalence rises to 20% in patients receiving outpatient psychiatric
care (Korzekwa et al., 2008) and to 50% in patients receiving
inpatient care (Grilo et al., 1998). BPD is associated with severe
functional impairment across several domains, including a rate of
suicide almost 50 times higher than the general population
(Pompili et al., 2005), educational and occupational morbidity, and
extensive health services utilization (van Asselt et al., 2007). Yet,
research on developmental precursors leading to BPD lags far
behind other disorders such as major depressive disorder (MDD)
and externalizing pathology. Additional work is greatly needed
that addresses both shared and unique developmental precursors
to BPD that help to differentiate developmental trajectories of BPD
from other common and co-occurring disorders (Stepp, Lazarus,
et al., 2016).

Historically, BPD has been viewed as a disorder of adulthood.
However, recent work challenges this assumption and recognizes
the developmental nature of BPD and associated precursors
beginning during childhood. BPD is theorized to develop from
interactions between biological vulnerabilities and environmental
risk factors (see reviews in Beauchaine et al., 2009 and Crowell
et al., 2009). Similar to other diathesis–stress models of psychiatric
illness, developmental theories of BPD (Crowell et al., 2009) based
in the biosocial model (Linehan, 1993) argue that biological
vulnerabilities, such as impulsivity, interact with environmental
effects, such as coercive and invalidating environments, to produce
increasingly dysregulated emotional responses which interact with
interpersonal and identity processes to culminate in BPD
psychopathology. An increasing number of studies have supported
this model by assessing developmental precursors leading to BPD
symptoms and diagnostic onset (for a review see Stepp, Lazarus,
et al., 2016). For instance, there are numerous studies demonstrat-
ing associations between impulsivity (Fischer et al., 2002; Fossati
et al., 2015; Miller et al., 2008; O’Grady & Hinshaw, 2023; Stepp
et al., 2012), emotional sensitivity and reactivity (Stepp, Scott, et al.,
2016), and later development of BPD. Additional lines of work
have found that developmental stressors, including invalidating
caregiving and hostility (Musser et al., 2018), disorganized
attachment (Mosquera et al., 2014), childhood trauma
(Bornovalova et al., 2013), and peer victimization (Winsper
et al., 2017) also correspond to later BPD symptoms and diagnosis.
Despite this burgeoning empirical literature, reviews and
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meta-analyses repeatedly indicate that these developmental
precursors are largely nonspecific (Bozzatello et al., 2020;
Gunderson et al., 2018; Hutsebaut & Aleva, 2021; Stepp,
Lazarus, et al., 2016; Stepp & Lazarus, 2017; Winsper et al., 2017).

Thus, in the current paper, we focus on multifinality by
examining shared and unique aspects of trajectories of emotion
dysregulation as precursors of BPD, depression, and/or external-
izing pathology (specifically conduct disorder). Emotion dysre-
gulation has been extensively phenotyped across psychiatric
presentations (Beauchaine et al., 2009; Beauchaine, 2015;
Beauchaine & Zisner, 2017; Chapman, 2019; Crowell &
Kaufman, 2016; Gross & Jazaieri, 2014; Vlisides-Henry et al.,
2021). However, emotion dysregulation is theorized to be a core
and central contributor to the development and maintenance of
BPD (Chapman, 2019; Crowell et al., 2009; Putnam & Silk, 2005).
While disturbances in self and social processing are also critical to
BPD development, emotional dysregulation with intense expres-
sions of distress is the most widely studied feature (for review see
Chapman, 2019). In fact, emotion dysregulation is a salient risk
factor for nonsuicidal self-harm and suicidality, some of the most
consequential and damaging complications of BPD (Anestis et al.,
2011; Beauchaine et al., 2019; Rajappa et al., 2012; Wolff et al.,
2019). In adults, research and clinical observations support a
relationship between problems with general difficulties in emotion
regulation and BPD (Kuo & Linehan, 2009), as well as specific
relationships between BPD and poor distress tolerance (Gratz
et al., 2006), higher emotional avoidance (Beblo et al., 2013), as well
as lower emotional awareness (Leible & Snell, 2004).

In the biosocial model of BPD development, impulsivity and
emotional lability interact with environmental factors, leading to
increasingly dysregulated emotional expressions. In keeping with
this model, difficulties in emotion regulation in young adults
partially mediate the relationship between affective intensity and
borderline symptoms (Salsman & Linehan, 2012). Difficulties with
emotion regulation also partially mediate the relationship between
childhood trauma and BPD symptoms (Kuo et al., 2015; Peng et al.,
2021). More specifically, the relationship between retrospective
assessments of negative familial emotional interactions or parental
coercion and BPD symptoms was mediated by emotion regulation
(Hope & Chapman, 2019; Kaufman et al., 2017). When coercive
and invalidating parenting is directly assessed via observation,
maternal invalidation increased children’s emotional expressions
of anger in those with BPD traits (Crowell et al., 2013). Subsequent
work demonstrated this is a transactional process in dyads
with self-injuring youth, where their dysregulation increased
maternal hostility which then increased adolescent anger (Crowell
et al., 2017).

However, despite their utility, these studies have either relied on
retrospective reports of environmental effects or the analysis
of cross-sectional assessments in environmental interactions,
emotion dysregulation, and BPD symptoms. In a prospective,
longitudinal study of emotion processing in children with BPD
symptoms, the baseline severity of BPD symptoms predicted
emotion dysregulation, and the severity and trajectory of emotion
dysregulation then predicted subsequent BPD symptoms; the
trajectory of emotion dysregulation mediated the relationship
between baseline and BPD symptoms at later follow-up (Stepp,
Scott, et al., 2014). In work by Carlson et al., not only did early
childhood activity level and caregiver factors relate to BPD
symptoms in adulthood, but middle childhood behavioral and
emotion instability, indicators of emotion dysregulation, did as
well (Carlson et al., 2009). Such work emphasizes the longitudinal

nature of these relationships and the importance of studying the
developmental unfolding of emotion dysregulation prospectively
and before disorder onset.

Originating in childhood, BPD can be conceptualized via
multifinality: early, nonspecific risk factors such as impulsivity and
emotional lability interact with environmental factors to influence
the trajectory of emotion regulation/dysregulation across develop-
ment. Thus, the overall trajectory of emotion regulation (and
dysregulation) plays a key role in the development and persistence
of BPD symptomatology. However, current data is largely limited
to assessing these relationships cross-sectionally or using retro-
spective assessments. The entirety of childhood, and particularly
the early developmental period, is rarely considered and/or
measured. For instance, our own prior work shows BPD precursors
can be identified as early as preschool (Geselowitz et al., 2020), and
prior work by Carlson et al., has found relationships between both
child and family factors in infancy and childhood with adult
BPD symptoms (Carlson et al., 2009). In our prior work, we
demonstrated unique relationships between preschool internaliz-
ing and externalizing symptoms, low levels of observed maternal
support, preschool adverse childhood experiences, and adolescent
BPD symptoms (Geselowitz et al., 2020). Thus, the trajectory of
risk for BPD should be assessed across childhood, even from the
youngest ages. In the current paper, using our 17-year longitudinal
study, we assess how the trajectory of emotion regulation from
childhood through adolescence impacts the onset of adolescent
BPD symptoms.

Moreover, prior studies have largely considered emotion
regulation or dysregulation as a single entity, grouping negative
emotions such as a sadness and anger, as well as adaptive and
potentially maladaptive regulation strategies such as inhibition,
and maladaptive expressions of emotion. Descriptions of an
invalidating environment (Crowell et al., 2009, 2013; Kuo &
Linehan, 2009; Musser et al., 2018) specify an environment in
which the caregiver eschews or rejects the child’s emotional
reactions and intermittently reinforces extreme expressions of
negative affect. We hypothesize that children experiencing such an
environment may be more likely to both generally inhibit their
emotions or have expressional reluctance, as well as have increased
dysregulated expressions of emotion. However, we are unaware of
other studies assessing these components separately, particularly
during childhood before disorder onset. Additionally, grouping
emotions can be useful, as there is often a moderately strong
relationship between dysregulated expressions of various emotions
(Suveg et al., 2009). However, children (Waters & Thompson,
2014) and adolescents (Zimmermann & Iwanski, 2014) report
using different emotion regulation skills for sadness and anger.
Further, the diagnostic criteria for BPD specifically references
“inappropriate, intense anger or difficulty controlling anger”
(American Psychiatric Association, 2013). Yet, as anger has not
been assessed separately from other negative emotions such as
sadness, it is unclear if expressions and/or inhibition of anger
across development are more closely related to BPD, relative to
sadness.

Given the importance of emotion dysregulation in BPD, along
with the expected changes in emotion regulation occurring during
typical development, studying longitudinal trajectories of emotion
regulation can inform our understanding of how BPD develops
and perhaps, how this may differentiate the development of BPD
from other related disorders such as depression and externalizing
pathology. Indeed, depression often precedes the development of
BPD (Bohus et al., 2021; Stepp, Scott, et al., 2016; Stepp & Lazarus,
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2017). Developmental work has also illuminated risk trajectories
for BPD emerging from childhood externalizing pathology
(Crowell et al., 2009; Hallquist et al., 2015; Lyons-Ruth &
Brumariu, 2021; Stepp et al., 2012; Stepp, Whalen, et al., 2014;
Underwood et al., 2011;Wright et al., 2016). However, there is little
empirical data that has examined developmental trajectories of
emotion dysregulation leading to all three outcomes (although see
Beeney et al., 2021 for an excellent example), and it is unclear what
aspects of emotion regulation and dysregulation trajectories are
unique to BPD versus depression and externalizing pathology,
a crucial gap given the unique intervention strategies and
prognoses for these disparate outcomes.

Understanding the developmental trajectory of various com-
ponents of emotion processing may improve our ability to change
those trajectories. While there are effective psychotherapeutic
interventions for BPD (Linehan et al., 2006), including in
adolescents (McCauley et al., 2018), these remain relatively time
intensive with limited availability and high cost. Understanding
whether there are particular components of dysregulation that are
most influential in the development of BPD may help specify
treatment targets prior to disorder onset and ensuing impairment.
Additionally, interventions are often not initiated until long after
the onset of impairing symptoms, given that the average age of first
treatment for BPD is 18 (Zanarini et al., 2001), while the onset of
self-injury begins prior to age 18 in as many as two thirds of
BPD patients (Zanarini et al., 2006). For example, Crowell and
colleagues (2013) found that adolescents (ages 13–17 years) with
self-harm scored higher on measures of BPD pathology. The
trajectory of BPD symptoms in adolescence also predicts the
development of social skills, sexual activity, and self-perception
(Wright et al., 2016). Thus, continuing to improve our ability to
identify risk trajectories for BPD earlier in childhood may help
direct treatment to the most at-risk youth.

Here, we assess the longitudinal trajectories of emotional
processing (regulation and dysregulation) from middle childhood
through adolescence in a group of children with early-onset
psychopathology, who have exhibited elevated rates of BPD
symptoms in late adolescence (Boone et al., 2022; Geselowitz et al.,
2020). Not only were these emotional processing measures
prospectively gathered, but they include separable scales for
emotional coping, dysregulation, and inhibition assessed indi-
vidually for sadness and anger, along with additional scales
measuring emotional reluctance and awareness. This allows us to
test: (1) whether the developmental trajectories of emotional
processing generally impact BPD development; and (2) whether
any relationship is specific to emotional dysregulation, inhibition
and reluctance, and more specific to anger, as hypothesized.
Additionally, as these children were also at increased risk for
depression, we were able to assess if there is a specific relationship
between developmental trajectories and BPD versus depression
and externalizing pathology.

Methods

Participants

Participants were enrolled in the Preschool Depression Study
(PDS), a prospective, longitudinal investigation of preschoolers
and their families conducted at the Washington University School
of Medicine Early Emotional Development Program that has been
extensively described elsewhere (Luby et al., 2014). Initially,
306 3–6-year-old children and their caregivers were recruited
from primary care clinics and day care centers in the St Louis

Metropolitan area oversampling for depression using the
Preschool Feelings Checklist (Luby et al., 2004), a validated
measure assessing depressive symptoms in the preschool age.
Children with symptoms of disruptive behaviors and typically
developing children were recruited as comparison groups. All were
invited to participate in up to an additional five assessments
including clinical interviews, observational assessments, and
behavioral questionnaires. A subset of these children were invited
for five neuroimaging scans and additional behavioral assessments
at those times. In total, assessments spanned 17 years, and a study
summary is depicted in Figure 1. All components of this study were
done in accordance with review and approval from the
Washington University School of Medicine Institutional Review
Board (IRB# 201502094). Participants and caregivers were
compensated for their time. At each wave, parents provided
informed consent; children provided oral consent for the first eight
assessments, written assent at the final two assessments (when
participants were ages 13.3–21.1 years) if they were not yet
18 years, and informed consent when reaching age 18 years.

The present study includes 187 participants who completed at
least one middle childhood/adolescent timepoint (assessments
4–10,median age 9.0–18.8 years), which allowed for the calculation
of emotion regulation trajectories, and who also completed the
Borderline Personality Features Scale for Children (BPFS-C, Crick
et al., 2005) during assessment 9 or 10 (median age 16.3 and 18.8).
Demographic information can be found in Table 1. There were no
significant differences in demographics or outcome variables
between those children included versus excluded from the analyses
(Supplemental Table S1).

Measures

Borderline personality symptoms
BPD symptoms were measured by the Borderline Personality
Features Scale for Children (BPFS-C, Crick et al., 2005) at
assessments 9–10 (median age 16.3–18.8). The BPFS-C is a self-
report measure with established construct validity (Crick et al.,
2005) and high criterion validity (Chang et al., 2011). Scores range
from 24 to 120, with higher scores indicatingmore BPD symptoms;
a score greater than 65 is considered the clinical cutoff for a
presumptive BPD diagnosis (Chang et al., 2011). Scores on the
BPFS-C converge with interview-based measures of BPD during
adolescence (Chang et al., 2011). For participants who had
measures at both timepoints, a mean score was calculated.

Emotion processing scales
Emotion regulation was measured by the Child Emotional
Management Scales-Anger and -Sadness (CEMS-A and
CEMS-S, (Zeman et al., 2001, 2002), collected at assessments
4–10 (median age 9.0–18.8). The CEMS-A and CEMS-S are widely
used, validated, and reliable self- and parent-report measures of
children’s emotion regulation strategies in response to anger and
sadness. Here, we utilize the self-report measures. The CEMS-A
and CEMS-S have been shown to be related to other measures of
emotion regulation (Zeman et al., 2001) and symptoms of
psychopathology (Zeman et al., 2002). Recent work confirms the
original three-factor structure (coping, dysregulation, and
inhibition) in a diverse, psychiatric sample (Ogbaselase et al.,
2022). The dysregulation and inhibition subscales, which assess
use of maladaptive coping skills, as well as the coping subscale,
which assesses use of adaptive coping skills, were all considered
separately.
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The Emotion Expression Scale for Children (EESC, Penza-
Clyve & Zeman, 2002), a self-report questionnaire with high
internal consistency and moderate test–retest reliability that
examines lack of emotion awareness and lack of motivation to
express negative emotion (Penza-Clyve & Zeman, 2002), was
administered at assessments 4–8 (median age 9.0–13.4). Here, we
included both the poor awareness and expressive reluctance
subscales. There are moderate and significant correlations between
many of the baseline emotion processing assessments (Table 2),
however the strongest correlation was 0.672 between the two EESC
subscales, supporting our decision to analyze the effect of each
emotion processing scale independently.

Psychiatric symptoms
The core symptoms of MDD and diagnosis were measured via the
Preschool Age Psychiatric Assessment (PAPA, Egger & Angold,
2004) from baseline to assessment 3, the Childhood and
Adolescent Psychiatric Assessment (CAPA, Angold & Costello,

2000) at assessments 4–8, and the Kiddie Schedule for Affective
Diagnosis and Schizophrenia (KSADS, Kaufman et al., 2016)
at assessments 9–10. Conduct disorder (CD) symptoms and
diagnosis at assessments 9–10 was measured via KSADS (Kaufman
et al., 2016).

Adverse childhood experiences
The Z-transformed Adverse Childhood Experiences Score (ACES-
Z) was based on items identified by Felitti et al. (1998), summing
items assessing parent-reported poverty, parent-reported parental
suicide attempts, substance abuse, and psychopathology from the
Family Interview for Genetic Studies (FIGS), and parent- or child-
reported traumatic events from the PAPA (assessments 1–3),
CAPA (assessments 4–8), and Life Events Checklist (assessments
9–10). This total was converted to a Z-score at each wave and
averaged across waves during the preschool period (age 3.0–5.11)
and overall (assessments 1–10), as detailed elsewhere (Barch
et al., 2018).

Figure 1. Preschool depression study flowchart.
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Questionnaire completion and informants
Table 3 provides details about the number of participants
completing each of the measures and participant age by wave.
For all caregiver-reportedmeasures (e.g., the psychiatric interviews
and FIGS), we obtained information from the family’s identified
caregiver. In 94% of cases, the primary caregiver identified was the
child participant’s mother.

Analyses

Multilevel models (MLM’s) were used to investigate the association
of BPFS-C scores (as an independent variable) with each of the
coping, dysregulated, and inhibited expression subscales of the
CEMS-A and -S, as well as the poor awareness and expressive
reluctance subscales of the EESC (in individual models as the
dependent variable). Each model included the effect of time as
measured by years after the first study wave at which CEMS or
EESC was administered, the participant’s age at that first wave,
ACES-Z as assessed as above, sex as reported by parent at baseline,
family history of affective diagnosis, and BPFS-C score. To assess
whether linear or nonlinear models provided the best fit for the
data, models were run with time, time-squared, and time-cubed
effects. For those models in which there were significant quadratic
and/or cubic effects, likelihood ratio tests were conducted to
determine which of the nested models provided the best fit, and
that model was chosen. In such models, the independent variables,
including BPFS-C, could influence not only the overall level of
emotion processing (i.e., have the same trajectory shape and slope,

just moved up or down from the average), but may also alter the
trajectory of emotion processing (i.e., have a steeper slope in
emotion processing development at higher rates of BPD
symptoms). To assess whether such interactive effects were
present and BPD symptoms explained variance in the trajectories
of emotion processing measures over time, we included a BPFS-C
× time interaction, which was retained in the final model whenever
significant. Given that we defined 8 different MLMs, results were
corrected for multiple comparisons using the false discovery rate
(FDR, Benjamini & Hochberg, 1995). Specifically, all models were
run including the BPFS-C × time interaction, and the interaction
p-values were FDR corrected. Then, the interaction was removed
from all models, and themain effect of BPFS-C was FDR corrected.

When individual items on the CEMS or EESC measures were
missing, subscales were calculated by replacing the missing value
with the mean value for that item among age- and gender-matched
subjects. Therefore, there were no subjects with missing CEMS or
EESC subscale scores at waves these measures were completed.
Only participants who completed the BPFS-C at assessment 9 and/
or 10 and had nonmissing data for the other variables included in
the models were included in the analyses. MLM’s allow for missing
assessment waves but require full data at each completed wave, so
only waves at which the CEMS or EESC were completed
contributed to the model, and participants with at least 1 wave
of data were included.

Similar MLM’s substituting categorical BPD (defined as BPFS-
C> 65 at assessment 9 or 10) for continuous BPFS-C score, were
performed, also controlling for sex, ACES-Z, and lifetime MDD
diagnosis. These models were also corrected for multiple
comparisons (Benjamini & Hochberg, 1995) and are reported in
the supplement.

Last, we assessed the specificity of these developmental
trajectories of emotion regulation to the development of BPD
symptoms relative to symptoms of depression and CD, as justified
in the introduction. Similar MLM analyses assessing the relation-
ships between emotion regulation measures and symptoms of
MDD and CDwere performed. Results were corrected for multiple
comparisons using FDR (Benjamini & Hochberg, 1995).

All analyses were conducted using SAS v9.4.

Results

Models assessing the developmental trajectories of coping with
negative emotions, dysregulated expressions of negative emotions,
and inhibition of negative emotions including anger and sadness
and their relationship to BPD are shown in Table 4. We detail each
of the findings below. To quantify the multifinal effects of these
development trajectories of emotion processing, we assessed their
relationships to MDD and CD as well (Table 5), with specific
relationships discussed below.

Emotion coping

As expected, there is an increase in self-ratings of both anger and
sadness coping over time, which are both best described by linear
models, and there was also a significant effect of age at study entry
(Estimate= 0.19, SE= 0.07, p= 0.0063) and female sex (Estimate =
−0.55, SE= 0.16, p= 0.0008) on sadness coping trajectory.

Notably, there is an interaction between BPD symptoms and
time explaining a small but significant proportion of the variance
in the trajectory of both anger (Estimate = −0.005, SE= 0.001,
FDR p= 0.0036) and sadness (Estimate=−0.008, SE= 0.001, FDR
p< 0.0001) coping scores, indicating different changes in

Table 1. Participant characteristics (n= 187)

Demographic characteristics % N

Female gender 50.8 95

Hispanic ethnicity 3.2 6

Race

White 54.0 101

Black 34.2 64

More than one race 11.8 22

Time 9/Time 10 assessment completion

Time 9 only 14.4 27

Time 10 only 9.1 17

Both Time 9 and Time 10 76.5 143

Covariates Mean SD

Lifetime ACES Z-score 0.035 0.856

Diagnostic characteristics Mean SD

Mean BPFS-C total score at Time 9/10 56.0 12.9

Mean MDD core score at Time 9/10 1.47 2.07

Maximum CD sum score at Time 9/10 0.20 0.72

% N

BPD (as assessed by BPFS-C> 65) 35.8 67

MDD diagnosis 21.0 39

CD diagnosis 2.2 4

Note. ACES= adverse childhood experiences; BPD= borderline personality disorder; BPFS-C
= Borderline Personality Features Scale for Children; CD= conduct disorder; MDD=major
depressive disorder. BPFS-C was used to assess BPD symptoms, and putative BPD diagnosis
was made via BPFS-C score above the recommended cutoff. MDD and CD symptoms were
assessed via KSADS, and diagnosis was made via clinical interview.
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trajectories of coping over time at different levels of BPD
symptoms. Graphs of estimated trajectories demonstrate that
those with more BPD symptoms have a slower increase in coping
over time than those with fewer BPD symptoms (Figure 2).
In addition to differences in trajectories of anger coping over time
by number of BPD symptoms, there is also a significant difference
in anger coping scores at the first wave (Estimate = −0.038,
SE= 0.010, p= 0.0001), indicating decreased anger coping in those
with more symptoms of BPD.

When late adolescent MDD and CD symptoms were
substituted for BPD symptoms in separate models, these also
had significant effects (Table 5). There was a significant effect of the
interaction between MDD symptoms and time on coping with
sadness (Estimate = −0.037, SE= 0.009, FDR p< 0.0001) and a
marginally significant effect with anger (Estimate = −0.021,
SE= 0.009, FDR p= 0.0523). However, when MDD and BPD
symptoms were both included in the same model with covariates,

BPD symptoms were independently associated with coping
symptoms while MDD symptoms were not (Sadness coping-
BPD × time: Estimate = −0.008, SE = 0.001, p< 0.0001, MDD:
Estimate = −0.002, SE = 0.046, p= 0.9590; Anger coping-
BPD × time: Estimate = −0.005, SE = 0.001, p= 0.0007, MDD:
Estimate = 0.009, SE= 0.049, p= 0.8500). The interaction between
CD symptoms and time also had a significant effect on both
sadness (Estimate = −0.079, SE= 0.025, FDR p= 0.0144) and
anger (Estimate = −0.071, SE = 0.024, FDR p= 0.0148) coping.
However, when CD and BPD symptoms were both included in the
same model with covariates, BPD symptoms were independently
associated with coping symptoms while CD symptoms were not
(Sadness coping- BPD × time: Estimate = −0.008, SE = 0.001,
p< 0.0001, CD: Estimate = −0.030, SE = 0.116, p= 0.7995; Anger
coping- BPD × time: Estimate = −0.005, SE= 0.001, p= 0.0008,
CD: Estimate = −0.234, SE= 0.123, p= 0.0583).

Emotion dysregulation

Sadness and anger dysregulation demonstrate a more complicated
developmental profile. Quadratic models provided the best fit for
sadness and anger dysregulation ratings across time. There was a
general decrease in ratings of sadness and anger dysregulation in
the first several assessments (after the initial baseline assessment)
followed by a subsequent increase at the later assessments.

Similar to the coping trajectories, there is an interaction
between BPD symptoms and time explaining a small but
significant proportion of the variance in the trajectory of both
sadness (Estimate = 0.003, SE= 0.001, FDR p= 0.0234) and anger
(Estimate = 0.003, SE= 0.001, FDR p= 0.0040) dysregulation
scores, indicating different changes in trajectories of dysregulation
over time at different levels of BPD symptoms. Graphs of estimated
trajectories demonstrate that those withmore BPD symptoms have
less decrease in dysregulation immediately following the first wave
with a steeper increase over the later waves relative to those with
fewer BPD symptoms (Figure 3). In addition to differences in
trajectories of anger dysregulation over time by number of BPD
symptoms, there is also a significant difference in anger
dysregulation scores at the first wave (Estimate= 0.024,
SE= 0.007, p= 0.0015), indicating increased anger dysregulation
in those with more symptoms of BPD.

Table 2. Correlations of CEMS and EESC subscales at age 10 (N= 137)

1 2 3 4 5 6 7 8

1. Sadness coping 1.0000

2. Anger coping 0.5124
p< 0.0001

1.0000

3. Sadness dysregulation − 0.1912
p= 0.0252

− 0.1695
p= 0.0477

1.0000

4. Anger dysregulation − 0.1957
p= 0.0219

− 0.4568
p< 0.0001

0.3214
p= 0.0001

1.0000

5. Sadness inhibition 0.0090
p= 0.9170

− 0.1216
p= 0.1571

0.1314
p= 0.1259

0.3029
p= 0.0003

1.0000

6. Anger inhibition 0.1342
p= 0.1180

0.3292
p< 0.0001

− 0.0399
p= 0.6438

− 0.3483
p< 0.0001

0.2683
p= 0.0015

1.0000

7. Poor awareness − 0.1409
p= 0.1018

− 0.2637
p= 0.0019

0.3517
p< 0.0001

0.4206
p< 0.0001

0.3948
p< 0.0001

0.1171
p= 0.1745

1.0000

8. Expressive reluctance − 0.1127
p= 0.1913

− 0.1629
p= 0.0581

0.2911
p= 0.0006

0.3349
p< 0.0001

0.5083
p< 0.0001

0.2048
p= 0.0168

0.6719
p< 0.0001

1.0000

Table 3. Participant ages and number of participants completing eachmeasure
at each study wave

Wave

Age n Completed measure

Mean SD CEMS EESC BPFS-C PAPA/CAPA/KSADS

T1 4.50 0.79 151

T2 5.51 0.79 149

T3 6.48 0.79 147

T4 9.05 0.79 137 136 137

T5 10.14 0.86 143 143 143

T6 10.92 1.06 166 166 166

T7 12.22 1.13 139 139 139

T8 13.23 1.30 80 80 80

T9 16.28 1.15 170 170 170

T10 18.55 1.20 162 160 159

Note. BPFS-C = Borderline Personality Features Scale for Children; CAPA= Child and
Adolescent Psychiatric Assessment; CEMS= Child Emotional Management Scale;
EESC= Emotion Expression Scale for Children; KSADS= Kiddie Schedule for Affective
Disorders and Schizophrenia; PAPA= Preschool Age Psychiatric Assessment.
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Table 4. Multilevel models assessing the effect of BPD symptoms on emotional processing

Emotion coping models

DV = Sadness coping Estimate SE t p FDR p

Time 0.1477 0.0179 8.25 <0.0001

Age at first wave 0.1946 0.0705 2.76 0.0063

Female sex − 0.5527 0.1623 − 3.41 0.0008

Lifetime ACES-Z − 0.0700 0.1051 − 0.67 0.5061

Family affective disorder − 0.1259 0.2067 − 0.61 0.5435

BPD symptoms 0.0034 0.0095 0.36 0.7219

BPD symptoms × Time − 0.0083 0.0014 − 6.02 <0.0001 <0.0001

DV = Anger Coping Estimate SE t p FDR p

Time 0.1612 0.0182 8.87 <0.0001

Age at first wave 0.1084 0.0732 1.48 0.1402

Female sex 0.0319 0.1715 0.19 0.8525

Lifetime ACES-Z − 0.0954 0.1108 − 0.86 0.3904

Family affective disorder 0.3016 0.2183 1.38 0.1688

BPD symptoms − 0.0383 0.0097 − 3.95 0.0001

BPD symptoms × Time − 0.0047 0.0014 − 3.38 0.0009 0.0036

Emotion dysregulation models

DV = Sadness dysregulation Estimate SE t p FDR p

Time − 0.2458 0.0449 − 5.47 <0.0001

Time squared 0.0239 0.0046 5.23 <0.0001

Age at first wave − 0.0697 0.0513 − 1.36 0.1758

Female sex 0.3019 0.1193 2.53 0.0123

Lifetime ACES-Z − 0.0301 0.0771 − 0.39 0.6966

Family affective disorder − 0.0939 0.1519 − 0.62 0.5373

BPD symptoms 0.0103 0.0068 1.51 0.1337

BPD symptoms × Time 0.0026 0.0011 2.47 0.0146 0.0234

DV = Anger dysregulation Estimate SE t p FDR p

Time − 0.0910 0.0438 − 2.08 0.0382

Time squared 0.0095 0.0045 2.13 0.0331

Age at first wave − 0.0133 0.0565 − 0.24 0.8136

Female sex − 0.1598 0.1331 − 1.20 0.2314

Lifetime ACES-Z 0.0237 0.0859 0.28 0.7833

Family affective disorder − 0.2139 0.1694 − 1.26 0.2083

BPD symptoms 0.0235 0.0073 3.21 0.0015

BPD symptoms × Time 0.0034 0.0011 3.22 0.0015 0.0040

Emotion inhibition models

DV = Sadness inhibition Estimate SE t p FDR p

Time 0.1025 0.0214 4.79 <0.0001

Age at first wave 0.0128 0.0716 0.18 0.8578

Female sex − 0.5389 0.1678 − 3.21 0.0016

Lifetime ACES-Z 0.0020 0.1079 0.02 0.9853

Family affective disorder − 0.1390 0.2135 − 0.65 0.5157

BPD symptoms 0.0220 0.0091 2.41 0.0168

BPD symptoms × Time 0.0051 0.0017 3.08 0.0024 0.0048

DV = Anger inhibition Estimate SE t p FDR p

Time 0.0717 0.0197 3.64 0.0004

Age at first wave − 0.0615 0.0758 − 0.81 0.4178

(Continued)
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When late adolescent MDD and CD symptoms were substituted
for BPD symptoms in separate models, there was a significant effect
of MDD symptoms only on anger dysregulation (Estimate= 0.118,
SE= 0.038, FDR p= 0.0096) (Table 5). There was no effect of MDD
symptoms or theMDD× time interaction on sadness dysregulation.
Similar to the copingmodels, whenMDD and BPD symptoms were
both included in the same model with covariates, BPD symptoms
were independently associated with anger dysregulation while
MDD symptoms were not (BPD× time: Estimate= 0.003,
SD= 0.001, p= 0.0012, MDD: Estimate= 0.033, SE= 0.038,
p= 0.3830). Similar to the MDD models, the interaction between
CD symptoms and time was significantly associated with anger
dysregulation (Estimate= 0.046, SE= 0.018, FDR p= 0.0317), but
there was no significant effect of CD symptoms or the CD× time
interaction on sadness dysregulation. When CD and BPD
symptoms were both included in the same model, BPD symptoms
were independently associated with anger dysregulation while CD
symptomswere not (BPD× time: 0.003, SE= 0.001, p= 0.0012, CD:
Estimate= 0.050, SE= 0.097, p= 0.6028).

Emotion inhibition

Unlike the dysregulation and coping scales, inhibition of anger
and sadness differed in their relationship to BPD symptoms. Both
anger and sadness increased over time and were best described by
linear models. Interestingly, there was no relationship between

BPD symptoms and the trajectory of anger inhibition, so the
interaction was removed from the final model. However, the
interaction of BPD symptoms and time accounted for a significant
amount of variance in sadness inhibition (Estimate= 0.005,
SE= 0.002, FDR p= 0.0048), with graphs of estimated trajectories
demonstrating those with more BPD symptoms having sharper
increases in sadness inhibition over time relative to thosewith fewer
BPD symptoms (Figure 4). Additionally, BPD symptoms also
account for variance in sadness inhibition at the first wave
(Estimate= 0.022, SE= 0.009, p= 0.0168), indicating higher initial
rates of sadness inhibition in those with increased BPD symptoms.
As with other components of expressions of sadness, female sex
also partially accounted for variance in the trajectory (Estimate =
−0.539, SE= 0.168, p= 0.0016).

When late adolescent MDD and CD symptoms were
substituted for BPD symptoms in the model, there was a
significant effect of MDD symptoms × time only on sadness
inhibition (Estimate = 0.030, SE= 0.010, FDR p= 0.0124)
(Table 5). CD symptoms had no significant effect on sadness
inhibition. As with BPD symptoms, neither MDD nor CD
symptoms had an effect on anger inhibition. Similar to the above,
when MDD and BPD symptoms were both included in the same
model with covariates, BPD symptoms were independently
associated with sadness inhibition while MDD symptoms were
not (BPD × time: Estimate= 0.005, SE= 0.002, p= 0.0028, MDD:
Estimate = 0.063, SE = 0.048, p= 0.1886).

Table 4. (Continued )

Emotion coping models

DV= Sadness coping Estimate SE t p FDR p

Female sex − 0.1169 0.1798 − 0.65 0.5163

Lifetime ACES-Z 0.0654 0.1155 0.57 0.5722

Family affective disorder 0.0807 0.2286 0.35 0.7245

BPD symptoms − 0.0030 0.0075 − 0.40 0.6871 0.6871

Emotional expressions and understanding models

DV= Poor awareness Estimate SE t p FDR p

Time − 3.0787 0.3831 − 8.04 <0.0001

Time squared 0.4715 0.0893 5.28 <0.0001

Age at first wave − 0.7770 0.3038 − 2.56 0.0113

Female sex − 0.3625 0.6847 − 0.53 0.5972

Lifetime ACES-Z 0.9412 0.4383 2.15 0.0331

Family affective disorder − 0.9992 0.8695 − 1.15 0.2520

BPD symptoms 0.1214 0.0286 4.24 <0.0001 <0.0001

DV= Expressive reluctance Estimate SE t p FDR p

Time − 2.2795 0.3489 − 6.53 <0.0001

Time squared 0.4031 0.0807 4.99 <0.0001

Age at first wave − 0.4204 0.2625 − 1.60 0.1109

Female sex − 0.8825 0.5851 − 1.51 0.1333

Lifetime ACES-Z 0.6735 0.3745 1.80 0.0738

Family affective disorder − 1.5077 0.7454 − 2.02 0.0446

BPD symptoms 0.0871 0.0245 3.56 0.0005 0.0006

Note. ACES-Z = adverse childhood experiences Z-scored; BPD= borderline personality disorder; DV= dependent variable; FDR= false discovery rate.
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Table 5. Effects of multi-finial psychopathology on trajectories of emotion processing

Emotion coping models

IV = BPD symptoms IV=MDD symptoms IV= CD symptoms

DV = Sadness coping t p FDR p t p FDR p t p FDR p

Independent variable 0.36 0.7219 1.34 0.1816 1.07 0.2865

Independent variable × Time − 6.02 < 0.0001 < 0.0001 − 4.13 < 0.0001 < 0.0001 − 3.18 0.0018 0.0144

DV = Anger coping t p FDR p t p FDR p t p FDR p

Independent variable − 3.95 0.0001 − 0.81 0.4212 − 0.91 0.3617

Independent variable × Time − 3.38 0.0009 0.0036 − 2.36 0.0196 0.0523 − 2.95 0.0037 0.0148

Emotion dysregulation models

IV= BPD symptoms IV=MDD symptoms IV= CD symptoms

DV = Sadness dysregulation t p FDR p t p FDR p t p FDR p

Independent variable 1.51 0.1337 1.86 0.0647 0.0778 1.11 0.2672 0.3563

Independent variable × Time 2.47 0.0146 0.0234 – – – – – –

DV = Anger dysregulation t p FDR p t p FDR p t p FDR p

Independent variable 3.21 0.0015 3.07 0.0024 0.0096 0.09 0.9312

Independent variable × Time 3.22 0.0015 0.0040 – – – 2.55 0.0119 0.0317

Emotion inhibition models

IV= BPD symptoms IV=MDD symptoms IV= CD symptoms

DV = Sadness inhibition t p FDR p t p FDR p t p FDR p

Independent variable 2.41 0.0168 0.88 0.3808 0.68 0.4984 0.5696

Independent variable × Time 3.08 0.0024 0.0048 3.00 0.0031 0.0124 – – –

DV = Anger inhibition t p FDR p t p FDR p t p FDR p

Independent variable − 0.40 0.6871 0.6871 − 0.11 0.9154 0.9154 − 1.78 0.0768 0.2048

Emotional expressions and understanding models

IV= BPD symptoms IV=MDD symptoms IV= CD symptoms

DV = Poor awareness t p FDR p t p FDR p t p FDR p

Independent variable 4.24 < 0.0001 < 0.0001 2.93 0.0038 0.0101 0.40 0.6915 0.6915

DV = Expressive reluctance t p FDR p t p FDR p t p FDR p

Independent variable 3.56 0.0005 0.0006 2.27 0.0244 0.0390 1.51 0.1335 0.2136

Note. BPD= borderline personality disorder; CD= conduct disorder; DV= dependent variable; FDR= false discovery rate; IV= independent variable; MDD=major depressive disorder. The
effect of each set of symptoms at the final two timepoints, including BPD symptoms asmeasured by the BPFS-C, MDD symptoms asmeasured using the KSADS, and CD symptoms, as measured
using the KSADS on the trajectories of emotional processing including coping as measured by the CEMS-anger and -sadness coping scales, dysregulation as measured by the CEMS-anger and -
sadness dysregulation scales, inhibition as measured by the CEMS-anger and -sadness inhibition scales, and poor emotional awareness and expressive reluctance as measured by the EESC. In
models where the interaction between the symptom score and time was significant, these results are also included. Models covaried for age at first wave, sex, and lifetime adverse childhood
experiences Z-score.

Figure 2. Estimated trajectories of emotion coping over time. Note. BPD Sxs = borderline personality disorder symptoms; Trajectories were assessed via CEMS-sadness and -
anger self-report scales. Trajectories are plotted for the mean BPFS-C score as well as those 1 SD above the mean and 1 SD below the mean, shaded by intensity of BPFS-C
symptoms.

1418 Alecia C. Vogel et al.

https://doi.org/10.1017/S0954579423000627 Published online by Cambridge University Press

https://doi.org/10.1017/S0954579423000627


Emotional expression

Quadratic models provided the best fit for both poor emotional
awareness and expressive reluctance. There was a decrease in
both scores during the first few assessments (after the baseline
assessment) that increased again during later study assessments.
BPD symptoms again explain small but significant proportions
of the variance in both trajectories (poor awareness: Estimate=
0.121, SE = 0.029, FDR p< 0.0001; expressive reluctance:
Estimate = 0.087, SE= 0.025, FDR p= 0.0006). Graphs of esti-
mated trajectories demonstrate those with more BPD symptoms
had overall higher “poor awareness” scores and overall higher
expressive reluctance than those with fewer BPD symptoms
(Figure 5). There was an additional effect of age at first assessment
on the trajectory of poor emotional awareness scores (Estimate =
−0.78, SE = 0.30, p= 0.0113).

When late adolescent MDD and CD symptoms were
substituted for BPD symptoms in separate models, there was a
similar effect of MDD symptoms × time on both poor awareness
(Estimate = 0.528, SE = 0.180, p= 0.0101) and a main effect of
MDD symptoms on expressive reluctance (Estimate = 0.346,

SE= 0.153, p= 0.0390) (Table 5). CD symptoms had no
significant effect on either. Again, whenMDD and BPD symptoms
were both included in the same model with covariates,
BPD symptoms were independently associated with poor
awareness (BPD: Estimate= 0.101, SE = 0.032, p= 0.0018,
MDD: Estimate= 0.300, SE= 0.194, p= 0.1235) and expressive
reluctance (BPD: Estimate= 0.076, SE= 0.027, p= 0.0062, MDD:
Estimate = 0.168, SE= 0.166, p= 0.3144), while MDD symptoms
were not.

Discussion

In this group of participants enriched for early childhood
psychopathology, we find developmental changes in various facets
of negative emotional expression across childhood, which relate to
BPD symptoms. However, there are notable differences between
the developmental trajectories of coping with negative emotions,
the dysregulated expressions of negative emotions, and the
inhibition of negative emotions. Moreover, there are interesting
differences between the developmental trajectories of anger and
sadness in their relationship to BPD (Table 4).

Figure 3. Estimated trajectories of emotion dysregulation over time. Note. BPD Sxs = borderline personality disorder symptoms; Dysregulation was assessed via the self -eport
CEMS-sadness and -anger and dysregulation scales. Trajectories are plotted for themean BPFS-C score as well as those 1 SD above the mean and 1 SD below themean, shaded by
intensity of BPFS-C symptoms.

Figure 4. Estimated trajectories of emotion inhibition over time. Note. BPD Sxs = borderline personality disorder symptoms; Emotion inhibition was assessed via the self-report
CEMS-sadness and -anger scales. Trajectories are plotted for themean BPFS-C score as well as those 1 SD above themean and 1 SD below themean, shaded by intensity of BPFS-C
symptoms.
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The developmental trajectory of emotion dysregulation is a key
aspect of the theoretical pathway to BPD in biosocial models, and
prior literature demonstrates that dysregulated expressions of
emotions are a key mediator between early markers of risk, such as
impulsivity and childhood abuse, and BPD symptoms. Here, we
use longitudinal modeling to demonstrate that the trajectories of
specific components of emotion regulation from childhood to
adolescence are associated with adolescent BPD symptoms.
Specifically, we show that increased BPD symptoms correspond
with a slower improvement in coping with sadness and anger,
greater dysregulated expressions of sadness and anger, a faster
increase of inhibition of sadness, and greater emotional reluctance
and poor awareness. Interestingly, we found no relationship
between the developmental trajectory of anger inhibition and BPD
symptoms. More gradual developmental trajectories of coping
with negative emotions appears to be transdiagnostic, as these
showed similar relationships to late adolescent MDD and CD
symptoms. In contrast, there was a relatively specific relationship
between the trajectory of sadness dysregulation and BPD
symptoms relative to MDD or CD symptoms. We found similar
associations between late adolescent BPD and MDD symptoms
with anger dysregulation, sadness inhibition, poor emotional
awareness and expressive reluctance, however the variance
explained by MDD appeared to be explained by co-occurring
BPD symptoms, asMDDwas no longer significant when both were
in the model. While there are sex differences, particularly in
development of sadness regulation, these sex effects do not explain
the observed relationship between these trajectories and BPD.

Self-regulation and related emotion regulation commonly
increase across development, are related to improved global
functioning, and are inversely correlated with various forms of
psychopathology (Nigg, 2017). Consistent with the idea that
emotion regulation increases across development and prior work
(Zimmermann& Iwanski, 2014), we saw a linear increase in coping
with both anger and sadness over time, even in our high-risk
sample. When assessing emotion regulation strategies, some have
been identified as being maladaptive, such as inhibition or
suppression, while others have been thought of as generally more
adaptive, such as acceptance, reappraisal, and problem solving (for
a review see Aldao et al., 2010). The Children’s Emotional
Management Scale used here largely measures “effective”

regulation via the coping subscale. Given the extensive literature
demonstrating a relationship between use of adaptive emotion
regulation and decreased rates of psychopathology transdiagnos-
tically (see Aldao et al., 2010 for a meta-analysis), it is perhaps
unsurprising that the longitudinal trajectory of coping with anger
and sadness from childhood through adolescence was related to
BPD, MDD, and CD symptoms. This is in keeping with prior work
demonstrating emotional acceptance is associated with fewer
depressive symptoms in adults (Aldao et al., 2010) and with
possibly fewer depressive symptoms and aggression in adolescents
(Price et al., 2022).

In contrast to the coping subscales of the CEMS, the
dysregulation subscale items index dysregulated, or maladaptive,
expressions of emotions. Interestingly, we found a quadratic model
provided the best fit for these trajectories, where there were more
dysregulated emotional expressions earlier in childhood and later
in adolescence, with a decrease in between. While this may be
particular to our participant group, given they were recruited for
exhibiting early-onset psychopathology, we are unaware of prior
studies assessing emotion dysregulation across such a wide age
span with repeated assessments that allow for modeling nonlinear
effects. Overall, our findings indicate that increased dysregulated
expressions of negative emotions are related to increased BPD
symptoms. This is consistent with a prior longitudinal study of
emotion dysregulation trajectories in BPD development (Stepp,
Scott, et al., 2014), which also showed that both the intercept and
slope of dysregulated expressions of emotion across adolescence
predicted later symptoms of BPD. Our study extends these results
to a younger participant age, as our assessments of emotion
dysregulation began during middle childhood. Given the emphasis
on dysregulated expressions of anger in the diagnostic criteria of
BPD, we hypothesized that the developmental trajectory of anger
dysregulation would be specifically related to BPD. Contrary to this
hypothesis, we found that while there was a relationship between
both the trajectory of anger dysregulation (BPFS-C × time
interaction) and a difference in initial anger dysregulation with
BPD symptoms, this was not specific to BPD. Rather, MDD
symptoms also corresponded to an overall difference in anger
dysregulation. In contrast, only BPD symptoms explained variance
in the change in sadness dysregulation across time. While this was
contrary to our hypothesis, it is in keeping with prior work by

Figure 5. Estimated trajectories of poor emotional awareness and expressive reluctance over time. Note. BPD Sxs = borderline personality disorder symptoms; Emotional
awareness was assessed via the poor awareness subscale of the EESC and expressive reluctance via the EESC subscale of the same name. Trajectories are plotted for the mean
BPFS-C score as well as those 1 SD above the mean and 1 SD below the mean, shaded by intensity of BPFS-C symptoms.
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Zeman et al. (2002), who showed that even when assessed
separately, dysregulated expressions of both anger and sadness
predicted internalizing symptoms, while dysregulated sadness was
related to externalizing symptoms. Together, these findings
emphasize the importance of both internalizing and externalizing
components of BPD.

Prior work finds that individuals with BPD are more likely to
suppress (Salsman & Linehan, 2012) or avoid negative emotions
(Chapman et al., 2009; Rosenthal et al., 2005), which is in keeping
with one of the hypothesized means by which invalidating
parenting can impact the development of emotion regulation in
BPD. As families reject the child’s emotional expressions, this
rejection or suppression may then become internalized. Here, we
demonstrate that expressive reluctance as assessed via the EESC is
related to increased BPD symptoms over time. Additionally, while
there is an increase in inhibition of both sadness and anger across
childhood, there is little difference in the inhibition of anger related
to BPD, MDD, or CD symptoms. Rather, elevated BPD symptoms
seem related to both increased initial sadness inhibition and a
steeper increase across childhood and adolescence. Again, while
neither expressive reluctance nor sadness inhibition was specific to
BPD, in that MDD symptoms × time also explained some of the
variance in sadness inhibition and MDD symptoms explained
variance in expressive reluctance, the variance accounted for by
MDD symptoms appears to be primarily due to the overlap with
BPD symptoms, as MDD symptoms were no longer significant
when both were included in the same model.

Finally, we found poor emotional awareness to be related to
BPD symptoms. While this is not specified in developmental
models of BPD, there is evidence that effective emotion regulation
is dependent on emotional awareness or clarity (Gratz & Roemer,
2004), which then acts as a transdiagnostic risk factor for
psychopathology (Barrett et al., 2001; Kranzler et al., 2016).
Several clinical theories posit that emotion dysregulation seen in
BPD stems from a lack of emotional awareness (Ebner-Priemer
et al., 2015; Gratz & Roemer, 2004; M. Linehan, 1993). While the
quadratic trajectory of awareness over development was unex-
pected, given that it would appear to depend on underlying
processes of internal awareness that should increase with age, it is
in keeping with prior work fromKranzler et al. (2016). The authors
found that in childhood and early adolescence emotional
awareness was negatively associated with age, and hypothesized
a possible explanation that as children move through adolescence
there are increasing cognitive and social demands, perhaps taxing
their emotion processing resources and decreasing emotional
clarity. Such an explanation fits with the trajectory identified here
and the similar nonlinear trajectory found for dysregulated
expressions of emotion. The transdiagnostic nature of poor
awareness is supported by our findings of a similar relationship
with MDD symptoms, though again, this relationship appears at
least in part due to the covariance with BPD symptoms. However,
the independent relationship with BPD symptoms and prior work
demonstrating a relationship between poor emotional awareness/
alexithymia and self-harm and suicide ideation and behavior
(Hemming et al., 2019; Iskric et al., 2020; Wolff et al., 2019),
indicate further research into emotional awareness in the
development of BPD specifically is important.

Indeed, a recent meta-analysis of 39 studies found a moderate,
positive relationship between low emotional awareness (one
component of alexithymia) and BPD (Derks et al., 2017),
and other recent reviews indicate a strong relationship
between alexithymia and suicide ideation and behavior and

depression(Hemming et al., 2019). However, few of the studies
reviewed incorporated a clinical control group, and even less
included a longitudinal design. Here, we demonstrate a longi-
tudinal, developmental relationship between low emotional
awareness and BPD symptoms: poor emotional awareness across
childhood and into adolescence was associated with BPD (and to a
lesser extent MDD) symptoms in adolescence. Additional work
indicates that alexithymia may be a crucial mediator of the
relationships between childhood adversity and BPD, as well as
childhood adversity and other aspects of emotion dysregulation
(Edwards et al., 2021), however more longitudinal, prospective
work is needed to clarify these relationships across development.

While our study has a number of particular advantages for
answering the questions posed, it is not without its limitations. This
prospective, 17 year longitudinal study that followed children from
preschool through late adolescence has a rich database with
not only repeated clinical diagnostic interviews but also multiple
measures of emotional processing (Luby et al., 2014). This
has allowed us to assess the unfolding trajectory of multiple
components of emotion processing across an important devel-
opmental time frame and provided the opportunity to assess linear
and nonlinear changes as presented here. The high rate of BPD in
this group by late adolescence was unexpected, but indicates
early psychopathology as a potentially important pathway in the
development of BPD, as discussed in our prior work (Geselowitz
et al., 2020) and by prospective studies assessing the longitudinal
progression of ADHD to BPD and other personality diagnoses
(Fischer et al., 2002; Miller et al., 2008; O’Grady &Hinshaw, 2023).
Asking questions about the development of BPD while accounting
for the presence of other forms of psychopathology is both a
strength and limitation in our study. Given the specific study
population, we cannot generalize these findings to development
more broadly and may not be able to generalize these findings to
other developmental pathways for BPD, such as impulsivity or
externalizing pathways. Moreover, given this study was not
designed to assess BPD, we do not have specific measures of BPD
earlier in development and we are reliant on the BPFS-C, a self-
report questionnaire, to identify probable BPD symptoms and
diagnosis rather than using a gold standard clinical interview
or collateral informants, as was done for the other psychiatric
diagnoses assessed here. This also prevents us from seeing
transactional relationships between the development of BPD
symptoms and changes in emotion processing. While this is a
relatively large study group for longitudinal studies of devel-
opmental psychopathology including deep phenotyping, it is still a
modest size for detecting small effects in nonparametric analyses.
While a lack of power seems less likely given the robust effects
observed for BPD symptoms, it may contribute to the lack of
significant effects seen for MDD and CD symptoms. Moreover,
it limits our ability to explore the likely important role of sex
differences in the development of emotion processing and how
these interact with psychopathology.

Nonetheless, the findings presented here increase our under-
standing of the developmental trajectories of emotion processing
and provide empirical evidence for how variations in these
trajectories may impact the development of BPD, MDD, and CD.
Identifying children with early-onset psychopathology who are
slow to improve their emotion regulation, have ongoing high levels
of both sadness and anger dysregulation, attempt to inhibit
sadness, and/or have poor emotional awareness may allow us to
change these trajectories and prevent or modify eventual BPD
symptomatology (along with common co-occurring disorders).
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This also provides further support for addressing various
components of emotion regulation and dysregulation with
evidence-based therapies such as parent–child (Luby et al., 2018;
Webster-Stratton, 2005) and dialectical behavioral therapy (DBT)
based interventions (M. M. Linehan et al., 2006; McCauley et al.,
2018; Perepletchikova et al., 2017).

Overall, our findings highlight the importance of the devel-
opmental trajectories of emotion regulation over time in BPD
symptoms. We find a particular impact of increased dysregulation
in sadness and anger, inhibition of sadness, expressive reluctance,
and poor awareness. While there are transdiagnostic effects, in that
many of these trajectories also impact late adolescent MDD
symptoms, there are also interesting independent effects on BPD
symptoms. Together, these findings support the hypothesized role
for progression of emotion dysregulation as an important link in
biosocial models of BPD (i.e., Crowell et al., 2009) and support
addressing emotion regulation in interventions to change the
trajectory of BPD symptom development and disorder onset.

Supplementary material. The supplementary material for this article can be
found at https://doi.org/10.1017/S0954579423000627.

Acknowledgements. We wish to thank the children and caregivers for their
continued participation in the Preschool Depression Study. All phases of this
study were supported by an NIH grant, R01 MH064769-06A1 (PI’s: Luby and
Barch). Dr Vogel’s work was supported by NIH grant T32 MH100019-06
and the George and Debra Couch Postdoctoral Scholar Fund. Dr Whalen’s
work was supported by NIH grants: K23MH22325028202-01 (PI:Whalen); L30
MH108015 (PI: Whalen). Dr Geselowitz’s work was supported by NIH grant
5 T 35 HL 7815-24.

Competing interests. None.

References

Aldao, A., Nolen-Hoeksema, S., & Schweizer, S. (2010). Emotion-regulation
strategies across psychopathology: A meta-analytic review. Clinical
Psychology Review, 30(2), 217–237. https://doi.org/10.1016/j.cpr.2009.11.004

American Psychiatric Association (2013).Diagnostic and statistical manual of
mental disorders (5th ed.) American Psychiatric Association, https://doi.org/
10.1176/appi.books.9780890425596

Anestis, M. D., Bagge, C. L., Tull, M. T., & Joiner, T. E. (2011). Clarifying the
role of emotion dysregulation in the interpersonal-psychological theory of
suicidal behavior in an undergraduate sample. Journal of Psychiatric
Research, 45(5), 603–611. https://doi.org/10.1016/j.jpsychires.2010.10.013

Angold, A., & Costello, E. J. (2000). The child and adolescent psychiatric
assessment (CAPA). Journal of the American Academy of Child and
Adolescent Psychiatry, 39(1), 39–48. https://doi.org/10.1097/00004583-200
001000-00015

Barch, D. M., Belden, A. C., Tillman, R., Whalen, D., & Luby, J. L. (2018).
Early childhood adverse experiences, inferior frontal gyrus connectivity, and
the trajectory of externalizing psychopathology. Journal of the American
Academy of Child & Adolescent Psychiatry, 57(3), 183–190. https://doi.org/
10.1016/j.jaac.2017.12.011

Barrett, L. F., Gross, J., Christensen, T. C., & Benvenuto, M. (2001).
Knowing what you’re feeling and knowing what to do about it: Mapping
the relation between emotion differentiation and emotion regulation.
Cognition & Emotion, 15(6), 713–724. https://doi.org/10.1080/02699
930143000239

Beauchaine, T. P. (2015). Future directions in emotion dysregulation and youth
psychopathology. Journal of Clinical Child & Adolescent Psychology, 44(5),
875–896. https://doi.org/10.1080/15374416.2015.1038827

Beauchaine, T. P., Hinshaw, S. P., & Bridge, J. A. (2019). Nonsuicidal
self-injury and suicidal behaviors in girls: The case for targeted prevention in
preadolescence. Clinical Psychological Science, 7(4), 643–667. https://doi.org/
10.1177/2167702618818474

Beauchaine, T. P., Klein, D. N., Crowell, S. E., Derbidge, C., &
Gatzke-Kopp, L. (2009). Multifinality in the development of personality
disorders: A Biology × Sex × Environment interaction model of antisocial
and borderline traits. Development and Psychopathology, 21(3), 735–770.
https://doi.org/10.1017/S0954579409000418

Beauchaine, T. P., & Zisner, A. (2017). Motivation, emotion regulation, and
the latent structure of psychopathology: An integrative and convergent
historical perspective. International Journal of Psychophysiology, 119,
108–118. https://doi.org/10.1016/j.ijpsycho.2016.12.014

Beblo, T., Fernando, S., Kamper, P., Griepenstroh, J., Aschenbrenner, S.,
Pastuszak, A., Schlosser, N., & Driessen, M. (2013). Increased attempts to
suppress negative and positive emotions in Borderline Personality Disorder.
Psychiatry Research, 210(2), 505–509. https://doi.org/10.1016/j.psychres.
2013.06.036

Beeney, J. E., Forbes, E. E., Hipwell, A. E., Nance, M., Mattia, A.,
Lawless, J. M., Banihashemi, L., & Stepp, S. D. (2021). Determining the key
childhood and adolescent risk factors for future BPD symptoms using
regularized regression: Comparison to depression and conduct disorder.
Journal of Child Psychology and Psychiatry, 62(2), 223–231. https://doi.org/
10.1111/jcpp.13269

Benjamini, Y., & Hochberg, Y. (1995). Controlling the false discovery rate:
A practical and powerful approach to multiple testing. Journal of the Royal
Statistical Society: Series B (Methodological), 57(1), 289–300. https://doi.org/
10.1111/j.2517-6161.1995.tb02031.x

Bohus, M., Stoffers-Winterling, J., Sharp, C., Krause-Utz, A., Schmahl, C., &
Lieb, K. (2021). Borderline personality disorder. The Lancet, 398(10310),
1528–1540. https://doi.org/10.1016/S0140-6736(21)00476-1

Boone, K., Vogel, A. C., Tillman, R., Wright, A. J., Barch, D. M.,
Luby, J. L., & Whalen, D. J. (2022). Identifying moderating factors during
the preschool period in the development of borderline personality disorder:
A prospective longitudinal analysis. Borderline Personality Disorder
and Emotion Dysregulation, 9(1), 26. https://doi.org/10.1186/s40479-022-
00198-6

Bornovalova, M. A., Huibregtse, B. M., Hicks, B. M., Keyes, M.,
McGue, M., & Iacono, W. (2013). Tests of a direct effect of childhood
abuse on adult borderline personality disorder traits: A longitudinal
discordant twin design. Journal of Abnormal Psychology, 122(1), 180–194.
https://doi.org/10.1037/a0028328

Bozzatello, P., Rocca, P., & Bellino, S. (2020). Trauma and psychopathology
associated with early onset BPD: An empirical contribution. Journal of
Psychiatric Research, 131, 54–59. https://doi.org/10.1016/j.jpsychires.2020.
08.038

Carlson, E. A., Egeland, B., & Sroufe, L. A. (2009). A prospective investigation
of the development of borderline personality symptoms. Development and
Psychopathology, 21(4), 1311–1334. https://doi.org/10.1017/S09545794099
90174

Chang, B., Sharp, C., & Ha, C. (2011). The criterion validity of the borderline
personality features scale for children in an adolescent inpatient setting.
Journal of Personality Disorders, 25(4), 492–503. https://doi.org/10.1521/
pedi.2011.25.4.492

Chapman, A. L. (2019). Borderline personality disorder and emotion
dysregulation. Development and Psychopathology, 31(3), 1143–1156.
https://doi.org/10.1017/S0954579419000658

Chapman, A. L., Rosenthal, M. Z., & Leung, D. W. (2009). Emotion
suppression in borderline personality disorder: An experience sampling
study. Journal of Personality Disorders, 23(1), 29–47. https://doi.org/10.1521/
pedi.2009.23.1.29

Crick, N. R., Murray-Close, D., & Woods, K. (2005). Borderline personality
features in childhood: A short-term longitudinal study. Development and
Psychopathology, 17(4), 1051–1070. https://doi.org/10.1017/S095457940
5050492

Crowell, S. E., Baucom, B. R., McCauley, E., Potapova, N. V.,
Fitelson, M., Barth, H., Smith, C. J., & Beauchaine, T. P. (2013).
Mechanisms of contextual risk for adolescent self-injury: Invalidation and
conflict escalation in mother-child interactions. Journal of Clinical Child &
Adolescent Psychology, 42(4), 467–480. https://doi.org/10.1080/15374416.
2013.785360

1422 Alecia C. Vogel et al.

https://doi.org/10.1017/S0954579423000627 Published online by Cambridge University Press

https://doi.org/10.1017/S0954579423000627
https://doi.org/10.1016/j.cpr.2009.11.004
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.1016/j.jpsychires.2010.10.013
https://doi.org/10.1097/00004583-200001000-00015
https://doi.org/10.1097/00004583-200001000-00015
https://doi.org/10.1016/j.jaac.2017.12.011
https://doi.org/10.1016/j.jaac.2017.12.011
https://doi.org/10.1080/02699930143000239
https://doi.org/10.1080/02699930143000239
https://doi.org/10.1080/15374416.2015.1038827
https://doi.org/10.1177/2167702618818474
https://doi.org/10.1177/2167702618818474
https://doi.org/10.1017/S0954579409000418
https://doi.org/10.1016/j.ijpsycho.2016.12.014
https://doi.org/10.1016/j.psychres.2013.06.036
https://doi.org/10.1016/j.psychres.2013.06.036
https://doi.org/10.1111/jcpp.13269
https://doi.org/10.1111/jcpp.13269
https://doi.org/10.1111/j.2517-6161.1995.tb02031.x
https://doi.org/10.1111/j.2517-6161.1995.tb02031.x
https://doi.org/10.1016/S0140-6736(21)00476-1
https://doi.org/10.1186/s40479-022-00198-6
https://doi.org/10.1186/s40479-022-00198-6
https://doi.org/10.1037/a0028328
https://doi.org/10.1016/j.jpsychires.2020.08.038
https://doi.org/10.1016/j.jpsychires.2020.08.038
https://doi.org/10.1017/S0954579409990174
https://doi.org/10.1017/S0954579409990174
https://doi.org/10.1521/pedi.2011.25.4.492
https://doi.org/10.1521/pedi.2011.25.4.492
https://doi.org/10.1017/S0954579419000658
https://doi.org/10.1521/pedi.2009.23.1.29
https://doi.org/10.1521/pedi.2009.23.1.29
https://doi.org/10.1017/S0954579405050492
https://doi.org/10.1017/S0954579405050492
https://doi.org/10.1080/15374416.2013.785360
https://doi.org/10.1080/15374416.2013.785360
https://doi.org/10.1017/S0954579423000627


Crowell, S. E., Beauchaine, T. P., & Linehan, M. M. (2009). A biosocial
developmental model of borderline personality: Elaborating and extending
linehan’s theory. Psychological Bulletin, 135(3), 495–510. https://doi.org/
10.1037/a0015616

Crowell, S. E., Butner, J. E.,Wiltshire, T. J., Munion, A. K., Yaptangco,M., &
Beauchaine, T. P. (2017). Evaluating emotional and biological sensitivity to
maternal behavior among self-injuring and depressed adolescent girls using
nonlinear dynamics. Clinical Psychological Science, 5(2), 272–285. https://
doi.org/10.1177/2167702617692861

Crowell, S. E., & Kaufman, E. A. (2016). Development of self-inflicted injury:
Comorbidities and continuities with borderline and antisocial personality
traits. Development and Psychopathology, 28(4pt1), 1071–1088. https://doi.
org/10.1017/S0954579416000705

Derks, Y. P. M. J., Westerhof, G. J., & Bohlmeijer, E. T. (2017). A meta-
analysis on the association between emotional awareness and borderline
personality pathology. Journal of Personality Disorders, 31(3), 362–384.
https://doi.org/10.1521/pedi_2016_30_257

Ebner-Priemer, U. W., Houben, M., Santangelo, P., Kleindienst, N.,
Tuerlinckx, F., Oravecz, Z., Verleysen, G., Van Deun, K., Bohus, M.,
Kuppens, P. (2015). Unraveling affective dysregulation in borderline
personality disorder: A theoretical model and empirical evidence. Journal of
Abnormal Psychology, 124(1), 186–198.

Edwards, E. R., Rose, N. L. J., Gromatsky, M., Feinberg, A., Kimhy, D.,
Doucette, J. T., Goodman, M., McClure, M. M., Perez-Rodriguez, M. M.,
New, A. S., Hazlett, E. A. (2021). Alexithymia, affective lability, impulsivity,
and childhood adversity in borderline personality disorder. Journal of
Personality Disorders, 35(Supplement A), 114–131. https://doi.org/10.1521/
pedi_2021_35_513

Egger, H. L., & Angold, A. (2004). The preschool age psychiatric assessment
(PAPA): A structured parent interview for diagnosing psychiatric disorders
in preschool children. In Handbook of infant, toddler, and preschool mental
health assessment (pp. 223–243). Oxford University Press.

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M.,
Edwards, V., Koss, M. P., & Marks, J. S. (1998). Relationship of childhood
abuse and household dysfunction to many of the leading causes of death in
adults. The Adverse Childhood Experiences (ACE) Study. American Journal
of Preventive Medicine, 14(4), 245–258.

Fischer, M., Barkley, R. A., Smallish, L., & Fletcher, K. (2002). Young adult
follow-up of hyperactive children: Self-reported psychiatric disorders,
comorbidity, and the role of childhood conduct problems and teen CD.
Journal of Abnormal Child Psychology, 30(5), 463–475. https://doi.org/
10.1023/A:1019864813776

Fossati, A., Gratz, K. L., Borroni, S., Maffei, C., Somma, A., & Carlotta, D.
(2015). The relationship between childhood history of ADHD symptoms and
DSM-IV borderline personality disorder features among personality
disordered outpatients: The moderating role of gender and the mediating
roles of emotion dysregulation and impulsivity. Comprehensive Psychiatry,
56, 121–127. https://doi.org/10.1016/j.comppsych.2014.09.023

Geselowitz, B., Whalen, D. J., Tillman, R., Barch, D. M., Luby, J. L., &
Vogel, A. (2020). Preschool age predictors of adolescent borderline
personality symptoms. Journal of the American Academy of Child
and Adolescent Psychiatry, 60(5), 612–622. https://doi.org/10.1016/j.jaac.
2020.07.908

Gratz, K. L., & Roemer, L. (2004). Multidimensional assessment of emotion
regulation and dysregulation: Development, factor structure, and initial
validation of the difficulties in emotion regulation scale. Journal of
Psychopathology and Behavioral Assessment, 26(1), 41–54. https://doi.org/
10.1023/B:JOBA.0000007455.08539.94

Gratz, K. L., Rosenthal, M. Z., Tull, M. T., Lejuez, C. W., & Gunderson, J. G.
(2006). An experimental investigation of emotion dysregulation in
borderline personality disorder. Journal of Abnormal Psychology, 115(4),
850–855. https://doi.org/10.1037/0021-843X.115.4.850

Grilo, C. M., McGlashan, T. H., Quinlan, D. M., Walker, M. L.,
Greenfeld, D., & Edell, W. S. (1998). Frequency of personality disorders
in two age cohorts of psychiatric inpatients. The American Journal of
Psychiatry, 155(1), 140–142. https://doi.org/10.1176/ajp.155.1.140

Gross, J. J., & Jazaieri, H. (2014). Emotion, emotion regulation, and
psychopathology: An affective science perspective. Clinical Psychological
Science, 2(4), 387–401. https://doi.org/10.1177/2167702614536164

Gunderson, J. G., Herpertz, S. C., Skodol, A. E., Torgersen, S., & Zanarini,
M. C. (2018). Borderline personality disorder. Nature Reviews Disease
Primers, 4(1), 18029. https://doi.org/10.1038/nrdp.2018.29

Hallquist, M. N., Hipwell, A. E., & Stepp, S. D. (2015). Poor self-control and
harsh punishment in childhood prospectively predict borderline personality
symptoms in adolescent girls. Journal of Abnormal Psychology, 124(3),
549–564. https://doi.org/10.1037/abn0000058

Hemming, L., Taylor, P., Haddock, G., Shaw, J., & Pratt, D. (2019).
A systematic review and meta-analysis of the association between
alexithymia and suicide ideation and behaviour. Journal of Affective
Disorders, 254, 34–48. https://doi.org/10.1016/j.jad.2019.05.013

Hope, N. H., & Chapman, A. L. (2019). Difficulties regulating emotions
mediates the associations of parental psychological control and emotion
invalidation with borderline personality features. Personality Disorders:
Theory, Research, and Treatment, 10(3), 267–274. https://doi.org/10.1037/
per0000316

Hutsebaut, J., & Aleva, A. (2021). The identification of a risk profile for young
people with borderline personality pathology: A review of recent literature.
Current Opinion in Psychology, 37, 13–20. https://doi.org/10.1016/j.copsyc.
2020.06.004

Iskric, A., Ceniti, A. K., Bergmans, Y., McInerney, S., & Rizvi, S. J. (2020).
Alexithymia and self-harm: A review of nonsuicidal self-injury, suicidal
ideation, and suicide attempts. Psychiatry Research, 288, 112920. https://doi.
org/10.1016/j.psychres.2020.112920

Kaufman, E. A., Puzia, M. E., Mead, H. K., Crowell, S. E., McEachern, A., &
Beauchaine, T. P. (2017). Children’s emotion regulation difficulties mediate
the association between maternal borderline and antisocial symptoms and
youth behavior problems over 1 year. Journal of Personality Disorders, 31(2),
170–192. https://doi.org/10.1521/pedi_2016_30_244

Kaufman, J., Birmaher, B., Axelson, D. A., Perepletchikova, F., Brent, D., &
Ryan, N. The Kiddie Schedule for Affective Diagnoses and Schizophrenia -
Present and Lifetime-for DSM 5 (2016).

Korzekwa, M. I., Dell, P. F., Links, P. S., Thabane, L., &Webb, S. P. (2008).
Estimating the prevalence of borderline personality disorder in
psychiatric outpatients using a two-phase procedure. Comprehensive
Psychiatry, 49(4), 380–386. https://doi.org/10.1016/j.comppsych.2008.01.
007

Kranzler, A., Young, J. F., Hankin, B. L., Abela, J. R. Z., Elias, M. J., & Selby,
E. A. (2016). Emotional awareness: A transdiagnostic predictor of depression
and anxiety for children and adolescents. Journal of Clinical Child &
Adolescent Psychology, 45(3), 262–269. https://doi.org/10.1080/15374416.
2014.987379

Kuo, J. R., Khoury, J. E., Metcalfe, R., Fitzpatrick, S., & Goodwill, A. (2015).
An examination of the relationship between childhood emotional abuse and
borderline personality disorder features: The role of difficulties with emotion
regulation. Child Abuse & Neglect, 39, 147–155. https://doi.org/10.1016/
j.chiabu.2014.08.008

Kuo, J. R., & Linehan, M. M. (2009). Disentangling emotion processes in
borderline personality disorder: Physiological and self-reported assessment
of biological vulnerability, baseline intensity, and reactivity to emotionally
evocative stimuli. Journal of Abnormal Psychology, 118(3), 531–544. https://
doi.org/10.1037/a0016392

Leible, T. L., & Snell, W. E. (2004). Borderline personality disorder and
multiple aspects of emotional intelligence. Personality and Individual
Differences, 37(2), 393–404. https://doi.org/10.1016/j.paid.2003.09.011

Linehan, M. (1993). Cognitive-behavioral treatment of borderline personality
disorder. Guilford Press.

Linehan, M. M., Comtois, K. A., Murray, A. M., Brown, M. Z., Gallop, R. J.,
Heard, H. L., Korslund, K. E., Tutek, D. A., Reynolds, S. K.,
Lindenboim, N. (2006). 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, 63(7), 757–766. https://doi.org/10.1001/archpsyc.63.7.757

Development and Psychopathology 1423

https://doi.org/10.1017/S0954579423000627 Published online by Cambridge University Press

https://doi.org/10.1037/a0015616
https://doi.org/10.1037/a0015616
https://doi.org/10.1177/2167702617692861
https://doi.org/10.1177/2167702617692861
https://doi.org/10.1017/S0954579416000705
https://doi.org/10.1017/S0954579416000705
https://doi.org/10.1521/pedi_2016_30_257
https://doi.org/10.1521/pedi_2021_35_513
https://doi.org/10.1521/pedi_2021_35_513
https://doi.org/10.1023/A:1019864813776
https://doi.org/10.1023/A:1019864813776
https://doi.org/10.1016/j.comppsych.2014.09.023
https://doi.org/10.1016/j.jaac.2020.07.908
https://doi.org/10.1016/j.jaac.2020.07.908
https://doi.org/10.1023/B:JOBA.0000007455.08539.94
https://doi.org/10.1023/B:JOBA.0000007455.08539.94
https://doi.org/10.1037/0021-843X.115.4.850
https://doi.org/10.1176/ajp.155.1.140
https://doi.org/10.1177/2167702614536164
https://doi.org/10.1038/nrdp.2018.29
https://doi.org/10.1037/abn0000058
https://doi.org/10.1016/j.jad.2019.05.013
https://doi.org/10.1037/per0000316
https://doi.org/10.1037/per0000316
https://doi.org/10.1016/j.copsyc.2020.06.004
https://doi.org/10.1016/j.copsyc.2020.06.004
https://doi.org/10.1016/j.psychres.2020.112920
https://doi.org/10.1016/j.psychres.2020.112920
https://doi.org/10.1521/pedi_2016_30_244
https://doi.org/10.1016/j.comppsych.2008.01.007
https://doi.org/10.1016/j.comppsych.2008.01.007
https://doi.org/10.1080/15374416.2014.987379
https://doi.org/10.1080/15374416.2014.987379
https://doi.org/10.1016/j.chiabu.2014.08.008
https://doi.org/10.1016/j.chiabu.2014.08.008
https://doi.org/10.1037/a0016392
https://doi.org/10.1037/a0016392
https://doi.org/10.1016/j.paid.2003.09.011
https://doi.org/10.1001/archpsyc.63.7.757
https://doi.org/10.1017/S0954579423000627


Luby, J. L., Barch, D. M., Whalen, D., Tillman, R., & Freedland, K. E. (2018).
A randomized controlled trial of parent-child psychotherapy targeting
emotion development for early childhood depression. American Journal of
Psychiatry, 175(11), 1102–1110. https://doi.org/10.1176/appi.ajp.2018.
18030321

Luby, J. L., Gaffrey, M. S., Tillman, R., April, L. M., & Belden, A. C. (2014).
Trajectories of preschool disorders to full DSM depression at school age and
early adolescence: Continuity of preschool depression. American Journal of
Psychiatry, 171(7), 768–776. https://doi.org/10.1176/appi.ajp.2014.13091198

Luby, J. L., Heffelfinger, A., Koenig-McNaught, A. L., Brown, K., &
Spitznagel, E. (2004). The preschool feelings checklist: A brief and sensitive
screening measure for depression in young children. Journal of the American
Academy of Child & Adolescent Psychiatry, 43(6), 708–717. https://doi.org/
10.1097/01.chi.0000121066.29744.08

Lyons-Ruth, K., & Brumariu, L. E. (2021). Emerging child competencies and
personality pathology: Toward a Developmental Cascade model of BPD.
Current Opinion in Psychology, 37, 32–38. https://doi.org/10.1016/j.copsyc.
2020.07.004

McCauley, E., Berk, M. S., Asarnow, J. R., Adrian, M., Cohen, J.,
Korslund, K., Avina, C., Hughes, J., Harned, M., Gallop, R., Linehan,
M. M. (2018). Efficacy of dialectical behavior therapy for adolescents at high
risk for suicide: A randomized clinical trial. JAMA Psychiatry, 75(8),
777–785. https://doi.org/10.1001/jamapsychiatry.2018.1109

Miller, C. J., Flory, J. D., Miller, S. R., Harty, S. C., Newcorn, J. H., &
Helperin, J. M. (2008). Childhood attention-deficit/hyperactivity disorder
and the emergence of personality disorders in adolescence: A prospective
follow-up study.The Journal of Clinical Psychiatry, 69(9), 1477–1484. https://
doi.org/10.4088/JCP.v69n0916

Mosquera, D., Gonzalez, A., & Leeds, A. M. (2014). Early experience,
structural dissociation, and emotional dysregulation in borderline person-
ality disorder: The role of insecure and disorganized attachment. Borderline
Personality Disorder and Emotion Dysregulation, 1(1), 15. https://doi.org/10.
1186/2051-6673-1-15

Musser, N., Zalewski, M., Stepp, S., & Lewis, J. (2018). A systematic
review of negative parenting practices predicting borderline personality
disorder: Are we measuring biosocial theory’s “invalidating environ-
ment”? Clinical Psychology Review, 65, 1–16. https://doi.org/10.1016/j.
cpr.2018.06.003

Nigg, J. T. (2017). Annual Research Review: On the relations among self-
regulation, self-control, executive functioning, effortful control, cognitive
control, impulsivity, risk-taking, and inhibition for developmental psycho-
pathology. Journal of Child Psychology and Psychiatry, 58(4), 361–383.
https://doi.org/10.1111/jcpp.12675

O’Grady, S. M., & Hinshaw, S. P. (2023). Developmental predictors of young
adult borderline personality disorder: A prospective, longitudinal study of
females with and without childhood ADHD. BMC Psychiatry, 23(1), 106.
https://doi.org/10.1186/s12888-023-04515-3

Ogbaselase, F. A., Scelsa, V. L., Stoppelbein, L., Becker, S. P., Fite, P. J.,
Greening, L., & Luebbe, A. M. (2022). Psychometric properties of the
children’s emotion management scales within a psychiatric sample.
Psychological Assessment, 34(7), 620–630. https://doi.org/10.1037/pas0
001131

Peng, W., Liu, Z., Liu, Q., Chu, J., Zheng, K., Wang, J., Wei, H., Zhong, M.,
Ling, Y., Yi, J. (2021). Insecure attachment and maladaptive emotion
regulation mediating the relationship between childhood trauma and
borderline personality features. Depression and Anxiety, 38(1), 28–39.
https://doi.org/10.1002/da.23082

Penza-Clyve, S., & Zeman, J. (2002). Initial validation of the Emotion
Expression Scale for Children (EESC). Journal of Clinical Child and
Adolescent Psychology: The Official Journal for the Society of Clinical Child
and Adolescent Psychology, American Psychological Association, Division 53,
31(4), 540–547. https://doi.org/10.1207/S15374424JCCP3104_12

Perepletchikova, F., Nathanson, D., Axelrod, S. R., Merrill, C., Walker, A.,
Grossman, M., Rebeta, J., Scahill, L., Kaufman, J., Flye, B., Mauer, E.,
Walkup, J. (2017). Randomized clinical trial of dialectical behavior therapy
for preadolescent children with disruptive mood dysregulation disorder:
Feasibility and outcomes. Journal of the American Academy of Child &
Adolescent Psychiatry, 56(10), 832–840. https://doi.org/10.1016/j.jaac.2017.07.789

Pompili, M., Girardi, P., Ruberto, A., & Tatarelli, R. (2005). Suicide in
borderline personality disorder: A meta-analysis. Nordic Journal of
Psychiatry, 59(5), 319–324. https://doi.org/10.1080/08039480500320025

Price, N. N., Scelsa, V. L., Zeman, J. L., & Luebbe, A. M. (2022). Profiles of
adolescents’ sadness, anger, and worry regulation: Characterization and
relations with psychopathology. Emotion, 23(2), 473–485. https://doi.org/10.
1037/emo0001084.

Putnam, K. M., & Silk, K. R. (2005). Emotion dysregulation and
the development of borderline personality disorder. Development and
Psychopathology, 17(4), 899–925. https://doi.org/10.1017/
S0954579405050431

Rajappa, K., Gallagher, M., &Miranda, R. (2012). Emotion dysregulation and
vulnerability to suicidal ideation and attempts. Cognitive Therapy and
Research, 36(6), 833–839. https://doi.org/10.1007/s10608-011-9419-2

Rosenthal, M. Z., Cheavens, J. S., Lejuez, C. W., & Lynch, T. R. (2005).
Thought suppression mediates the relationship between negative affect and
borderline personality disorder symptoms. Behaviour Research and Therapy,
43(9), 1173–1185. https://doi.org/10.1016/j.brat.2004.08.006

Salsman, N. L., & Linehan, M. M. (2012). An investigation of the relationships
among negative affect, difficulties in emotion regulation, and features of
borderline personality disorder. Journal of Psychopathology and Behavioral
Assessment, 34(2), 260–267. https://doi.org/10.1007/s10862-012-9275-8

Stepp, S. D., Burke, J. D., Hipwell, A. E., & Loeber, R. (2012). Trajectories of
attention deficit hyperactivity disorder and oppositional defiant disorder
symptoms as precursors of borderline personality disorder symptoms in
adolescent girls. Journal of Abnormal Child Psychology, 40(1), 7–20. https://
doi.org/10.1007/s10802-011-9530-6

Stepp, S. D., & Lazarus, S. A. (2017). Identifying a borderline personality
disorder prodrome: Implications for community screening: BPD prodrome
for community screening. Personality and Mental Health, 11(3), 195–205.
https://doi.org/10.1002/pmh.1389

Stepp, S. D., Lazarus, S. A., & Byrd, A. L. (2016). A systematic review of risk
factors prospectively associated with borderline personality disorder: Taking
stock and moving forward. Personality Disorders, 7(4), 316–323. https://doi.
org/10.1037/per0000186

Stepp, S. D., Scott, L. N., Jones, N. P., Whalen, D. J., & Hipwell, A. E.
(2016). Negative emotional reactivity as a marker of vulnerability in the
development of borderline personality disorder symptoms. Development
and Psychopathology, 28(1), 213–224. https://doi.org/10.1017/S09545794
15000395

Stepp, S. D., Scott, L. N., Morse, J. Q., Nolf, K. A., Hallquist, M. N., &
Pilkonis, P. A. (2014). Emotion dysregulation as a maintenance factor of
borderline personality disorder features. Comprehensive Psychiatry, 55(3),
657–666. https://doi.org/10.1016/j.comppsych.2013.11.006

Stepp, S. D., Whalen, D. J., & Pedersen, S. L. (2014). The externalizing
pathway to borderline personality disorder in youth. In C. Sharp, & J. L.
Tackett (Eds.), Handbook of borderline personality disorder in children and
adolescents (pp. 247–263), Springer, New York, https://doi.org/10.1007/978-
1-4939-0591-1_17

Suveg, C., Hoffman, B., Zeman, J. L., & Thomassin, K. (2009). Common and
specific emotion-related predictors of anxious and depressive symptoms in
youth. Child Psychiatry and Human Development, 40(2), 223–239. https://
doi.org/10.1007/s10578-008-0121-x

Torgersen, S., Kringlen, E., & Cramer, V. (2001). The prevalence of
personality disorders in a community sample.Archives of General Psychiatry,
58(6), 590–596. https://doi.org/10.1001/archpsyc.58.6.590

Underwood, M. K., Beron, K. J., & Rosen, L. H. (2011). Joint trajectories for
social and physical aggression as predictors of adolescent maladjustment:
Internalizing symptoms, rule-breaking behaviors, and borderline and
narcissistic personality features. Development and Psychopathology, 23(2),
659–678. https://doi.org/10.1017/S095457941100023X

van Asselt, A. D. I., Dirksen, C. D., Arntz, A., & Severens, J. L. (2007).
The cost of borderline personality disorder: Societal cost of illness in
BPD-patients. European Psychiatry: The Journal of the Association of
European Psychiatrists, 22(6), 354–361. https://doi.org/10.1016/j.eurpsy.
2007.04.001

Vlisides-Henry, R. D., Gao, M., Thomas, L., Kaliush, P. R., Conradt, E., &
Crowell, S. E. (2021). Digital phenotyping of emotion dysregulation across

1424 Alecia C. Vogel et al.

https://doi.org/10.1017/S0954579423000627 Published online by Cambridge University Press

https://doi.org/10.1176/appi.ajp.2018.18030321
https://doi.org/10.1176/appi.ajp.2018.18030321
https://doi.org/10.1176/appi.ajp.2014.13091198
https://doi.org/10.1097/01.chi.0000121066.29744.08
https://doi.org/10.1097/01.chi.0000121066.29744.08
https://doi.org/10.1016/j.copsyc.2020.07.004
https://doi.org/10.1016/j.copsyc.2020.07.004
https://doi.org/10.1001/jamapsychiatry.2018.1109
https://doi.org/10.4088/JCP.v69n0916
https://doi.org/10.4088/JCP.v69n0916
https://doi.org/10.1186/2051-6673-1-15
https://doi.org/10.1186/2051-6673-1-15
https://doi.org/10.1016/j.cpr.2018.06.003
https://doi.org/10.1016/j.cpr.2018.06.003
https://doi.org/10.1111/jcpp.12675
https://doi.org/10.1186/s12888-023-04515-3
https://doi.org/10.1037/pas0001131
https://doi.org/10.1037/pas0001131
https://doi.org/10.1002/da.23082
https://doi.org/10.1207/S15374424JCCP3104_12
https://doi.org/10.1016/j.jaac.2017.07.789
https://doi.org/10.1080/08039480500320025
https://doi.org/10.1037/emo0001084
https://doi.org/10.1037/emo0001084
https://doi.org/10.1017/S0954579405050431
https://doi.org/10.1017/S0954579405050431
https://doi.org/10.1007/s10608-011-9419-2
https://doi.org/10.1016/j.brat.2004.08.006
https://doi.org/10.1007/s10862-012-9275-8
https://doi.org/10.1007/s10802-011-9530-6
https://doi.org/10.1007/s10802-011-9530-6
https://doi.org/10.1002/pmh.1389
https://doi.org/10.1037/per0000186
https://doi.org/10.1037/per0000186
https://doi.org/10.1017/S0954579415000395
https://doi.org/10.1017/S0954579415000395
https://doi.org/10.1016/j.comppsych.2013.11.006
https://doi.org/10.1007/978-1-4939-0591-1_17
https://doi.org/10.1007/978-1-4939-0591-1_17
https://doi.org/10.1007/s10578-008-0121-x
https://doi.org/10.1007/s10578-008-0121-x
https://doi.org/10.1001/archpsyc.58.6.590
https://doi.org/10.1017/S095457941100023X
https://doi.org/10.1016/j.eurpsy.2007.04.001
https://doi.org/10.1016/j.eurpsy.2007.04.001
https://doi.org/10.1017/S0954579423000627


lifespan transitions to better understand psychopathology risk. Frontiers in
Psychiatry, 12, 618442. https://doi.org/10.3389/fpsyt.2021.618442

Waters, S. F., & Thompson, R. A. (2014). Children’s perceptions of the
effectiveness of strategies for regulating anger and sadness. International
Journal of Behavioral Development, 38(2), 174–181. https://doi.org/10.1177/
0165025413515410

Webster-Stratton, C. (2005). The incredible years: A training series for the
prevention and treatment of conduct problems in young children,
Psychosocial treatments for child and adolescent disorders: Empirically based
strategies for clinical practice (2nd ed., pp. 507–555). American Psychological
Association, https://doi.org/10.1037/10196-000

Winsper, C., Hall, J., Strauss, V. Y., &Wolke,D. (2017). Aetiological pathways
to borderline personality disorder symptoms in early adolescence: Childhood
dysregulated behaviour, maladaptive parenting and bully victimisation.
Borderline Personality Disorder and Emotion Dysregulation, 4(1), 10. https://
doi.org/10.1186/s40479-017-0060-x

Wolff, J. C., Thompson, E., Thomas, S. A., Nesi, J., Bettis, A. H.,
Ransford, B., Scopelliti, K., Frazier, E. A., & Liu, R. T. (2019). Emotion
dysregulation and non-suicidal self-injury: A systematic review and meta-
analysis. European Psychiatry, 59, 25–36. https://doi.org/10.1016/j.eurpsy.
2019.03.004

Wright, A. G. C., Zalewski, M., Hallquist, M. N., Hipwell, A. E., &
Stepp, S. D. (2016). Developmental trajectories of borderline personality
disorder symptoms and psychosocial functioning in adolescence. Journal

of Personality Disorders, 30(3), 351–372. https://doi.org/10.1521/pedi_2015_
29_200

Zanarini, M. C., Frankenburg, F. R., Khera, G. S., & Bleichmar, J. (2001).
Treatment histories of borderline inpatients. Comprehensive Psychiatry,
42(2), 144–150. https://doi.org/10.1053/comp.2001.19749

Zanarini, M. C., Frankenburg, F. R., Ridolfi, M. E., Jager-Hyman, S.,
Hennen, J., & Gunderson, J. G. (2006). Reported childhood onset of
self-mutilation among borderline patients. Journal of Personality Disorders,
20(1), 9–15. https://doi.org/10.1521/pedi.2006.20.1.9

Zeman, J., Shipman, K., & Penza-Clyve, S. (2001). Development and initial
validation of the children’s sadness management scale. Journal of
Nonverbal Behavior, 25(3), 187–205. https://doi.org/10.1023/A:101062
3226626

Zeman, J., Shipman, K., & Suveg, C. (2002). Anger and sadness regulation:
Predictions to internalizing and externalizing symptoms in children. Journal
of Clinical Child and Adolescent Psychology: The Official Journal for the
Society of Clinical Child and Adolescent Psychology, American Psychological
Association, Division 53, 31(3), 393–398. https://doi.org/10.1207/S1537442
4JCCP3103_11

Zimmermann, P., & Iwanski, A. (2014). Emotion regulation from early
adolescence to emerging adulthood and middle adulthood: Age differences,
gender differences, and emotion-specific developmental variations.
International Journal of Behavioral Development, 38(2), 182–194. https://
doi.org/10.1177/0165025413515405

Development and Psychopathology 1425

https://doi.org/10.1017/S0954579423000627 Published online by Cambridge University Press

https://doi.org/10.3389/fpsyt.2021.618442
https://doi.org/10.1177/0165025413515410
https://doi.org/10.1177/0165025413515410
https://doi.org/10.1037/10196-000
https://doi.org/10.1186/s40479-017-0060-x
https://doi.org/10.1186/s40479-017-0060-x
https://doi.org/10.1016/j.eurpsy.2019.03.004
https://doi.org/10.1016/j.eurpsy.2019.03.004
https://doi.org/10.1521/pedi_2015_29_200
https://doi.org/10.1521/pedi_2015_29_200
https://doi.org/10.1053/comp.2001.19749
https://doi.org/10.1521/pedi.2006.20.1.9
https://doi.org/10.1023/A:1010623226626
https://doi.org/10.1023/A:1010623226626
https://doi.org/10.1207/S15374424JCCP3103_11
https://doi.org/10.1207/S15374424JCCP3103_11
https://doi.org/10.1177/0165025413515405
https://doi.org/10.1177/0165025413515405
https://doi.org/10.1017/S0954579423000627

	Developmental trajectories of anger and sadness dysregulation in childhood differentially predict later borderline symptoms
	Introduction
	Methods
	Participants
	Measures
	Borderline personality symptoms
	Emotion processing scales
	Psychiatric symptoms
	Adverse childhood experiences
	Questionnaire completion and informants

	Analyses

	Results
	Emotion coping
	Emotion dysregulation
	Emotion inhibition
	Emotional expression

	Discussion
	References


