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Borderline Personality Disorder and Suicidality
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A 35-year-old woman, an academic pro-
fessional, sought outpatient treatment
for chronic dysphoria, a pattern of turbu-
lent and unsuccessful interpersonal rela-
tionships, and a state of barely concealed
rage that she attributed to the shortcom-
ings and failures of others. She received a
diagnosis of borderline personality disor-
der and began twice weekly psychother-
apy. About 1 year into treatment, a
stormy but long-term relationship with a
man broke up, and the patient became
angry and agitated. Although she blamed
the man for the failed relationship and
chronicled his many shortcomings, her
mood shifted over several weeks and she
reported feeling depressed and suicidal,
hopeless about her future, and uninter-
ested in work, friends, or family. How
common and how serious is suicidal ide-
ation and/or behavior in patients with
borderline personality disorder? How
should it be evaluated and managed?
What is the appropriate role of hospital-
ization in such cases?

Scope and Nature of the Problem

Heterogeneity of Borderline Personality Disorder

Not all patients with borderline personality disorder are
the same. Although DSM-IV-TR provides a broad defini-
tion of borderline personality disorder as a “pervasive pat-
tern of instability of interpersonal relationships, self-im-
age, and affects, and marked impulsivity,” the diagnosis is
determined by the presence of any five of the nine diag-
nostic criteria for the disorder. By this method, there are
numerous combinations of criteria that can constitute an
“official” diagnosis of borderline personality disorder (1).
In addition, some patients who have clinically significant
symptoms of borderline personality disorder may have
fewer than the five diagnostic criteria required for an offi-
cial diagnosis.

A subtyping system based on theories of the etiology of
borderline personality disorder has been suggested (2, 3)
(Table 1). Although this system has not been tested em-
pirically, the typology suggests that suicidal symptoms

(DSM-IV-TR criterion 5: “recurrent suicidal behavior, ges-
tures, or threats, or self-mutilating behavior”) would be
especially prominent when dysregulation of either affect
or impulse control (type 1 or type 2) predominates in the
overall symptom pattern.

Prevalence of Suicidality 
in Borderline Personality Disorder

Personality disorders are estimated to be present in
more than 30% of individuals who die by suicide, about
40% of individuals who make suicide attempts, and about
50% of psychiatric outpatients who die by suicide (18). In
clinical populations, the rate of suicide of patients with
borderline personality disorder is estimated to be between
8% and 10% (19, 20, 21), a rate far greater than that in the
general population. However, since 60%–70% of patients
with borderline personality disorder make suicide at-
tempts (7), unsuccessful suicide attempts are far more fre-
quent than completed suicides in patients with borderline
personality disorder (22).

Suicidality Versus Self-Injurious Behavior

Self-injurious behavior is characteristic of patients with
borderline personality disorder and is sometimes referred
to as the borderline patient’s “behavioral specialty” (7, 22).
This type of behavior includes impulsive behavior that is
potentially dangerous (e.g., excessive drinking, high-risk
sexual activity), deliberate self-injurious behavior (e.g., su-
perficial cutting or burning), suicide attempts, and com-
pleted suicide. In the literature, there is some variability in
meaning for terms such as suicide attempt, suicide ges-
ture, “parasuicide,” and self-injurious behavior. Stanley
and Brodsky (23) suggested that deliberate self-harm in-
cludes two forms of self-destructive behavior. One form,
suicide attempt, consists of intentionally self-destructive
acts accompanied by at least a partial intent to die. This
definition would include suicide “gestures.” In contrast,
self-injurious behavior is nonsuicidal self-injury or self-
mutilation—i.e., intentionally self-destructive behavior
with no intent to die. The term “parasuicide” refers to any
nonlethal intentional self-injurious behavior. Stanley and
Brodsky (23) estimated that as many as 75% of patients
with borderline personality disorder make at least one
nonlethal suicide attempt, and even higher percentages of
patients, especially of hospitalized patients, engage in
self-injurious behavior. It is erroneous, however, to as-
sume that patients with borderline personality disorder
who show self-injurious behavior are not at risk for sui-
cide. Both forms of self-destructive behavior may occur in
the same patient, and it is estimated that the presence of
self-injurious behavior in a given patient doubles the pa-
tient’s risk for suicide (22).
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Because of the frequency of self-injurious behavior in pa-
tients with borderline personality disorder and because
such behavior is often viewed as an effort to elicit a desired
response from another person, self-injurious behavior can
be mistakenly thought of as willful, deliberate, and under
the patient’s control. However, self-injurious behavior in pa-
tients with borderline personality disorder is incompletely
understood, and it may be associated with different motiva-
tions, meanings, or goals from one patient to another or at
various times in the same patient. It may produce relief of
acute dysphoria (23) and may be accompanied by analgesia,
perhaps suggesting the release of endogenous opiates dur-
ing acute intensification of dysphoric states (24).

Comorbidity

Numerous studies have identified
high rates of comorbidity in patients
with borderline personality disorder.
Intra-axis-II comorbidity is common
(25, 26), but little is known about
whether particular combinations of
disorders correlate with predictable
patterns of suicidal behavior. Among
personality disorders, antisocial per-
sonality disorder, like borderline per-
sonality disorder, is associated with suicide risk. The esti-
mated lifetime suicide risk for patients with antisocial
personality disorder is 5% (27, 28). However, this estimate
may be low, because patients with antisocial personality
disorder have a high rate of risk-taking behavior, and it is
difficult to differentiate suicide from accidental death. The
relative rates of suicide in patients with comorbid border-
line personality disorder and antisocial personality disor-
der, compared to patients with either condition alone, are
unclear, although Soloff et al. (29) found a higher level of
lethality of suicide attempts in patients with the comor-
bidity, compared to patients with borderline personality
disorder alone. In clinical populations, borderline person-
ality disorder occurs predominantly in female patients (7),
but it is more evenly distributed among males and females
in the general population (30). One possible explanation
for this difference in gender ratio in clinical versus non-
clinical populations is that the comorbidity of borderline
personality disorder and antisocial personality disorder
occurs most often in non-treatment-seeking males.

Instead of approaching the question of comorbidity by
using the DSM-IV-TR categorical system, many experts in
personality studies prefer a dimensional approach. Using
a dimensional framework, Links and Kolla (28) identified
three personality characteristics as relevant for suicidal
behavior in psychiatric patients—impulsive aggression,
perfectionism, and emotional dysregulation. Of these,
impulsive aggression and emotional, or affective, dysreg-
ulation are the two most relevant factors for suicidal or
self-injurious behavior in patients with borderline per-
sonality disorder.

Axis I/axis II comorbidity is also common (26, 30, 31),
and there is particular interest in the comorbidity of bor-

derline personality disorder with major depressive disor-
der (28, 30, 32–34) and with substance abuse (28, 30, 35,
36). In a study of inpatients with borderline personality dis-
order, Soloff and colleagues (37) reported that the comor-
bidity of borderline personality disorder and major depres-
sive episode increased the number and seriousness of
suicide attempts. They also identified impulsivity and
hopelessness as independent risk factors for suicidal be-
havior in patients with comorbid borderline personality
disorder and major depressive episode. In a patient with
borderline personality disorder only, the symptoms of de-
pression and suicidality are usually reactive to interper-
sonal or other real or perceived stresses and are usually of

brief duration. If such a patient makes a
suicide attempt, the attempt is often im-
pulsive in nature. In contrast, in a pa-
tient with comorbid borderline person-
a l i t y  d i s o rde r  a n d  a x i s  I  m a j o r
depressive episode, symptoms of de-
pression and suicidality develop and
deepen gradually and may persist for
weeks (or much longer if not treated).
Such patients may show loss of appetite,
sleep disturbances, loss of interest in or-
dinarily pleasurable activities, and other

persistent signs and symptoms of depression.
The well-documented comorbidity of substance abuse

with borderline personality disorder (28, 30, 35, 36) in-
creases patients’ risk for impulsive suicidal behavior and
for impaired judgment. Because of the impaired judgment,
a suicidal act made with a low level of intent to die could
have lethal results in such patients. The APA Practice Guide-
line for the Treatment of Patients With Borderline Person-
ality Disorder (21) specified that patients with comorbid
borderline personality disorder and substance abuse prob-
lems have a more guarded prognosis and are at greater risk
for suicide or death from injury or accident, a heightened
risk also noted by others (28, 34–36).

Treatment and Management

Risk Factors and Prediction of Suicide

Risk factors for suicidal behavior in patients with bor-
derline personality disorder are summarized in Table 2.
The risk factors most readily recognized by clinicians in-
clude a history of multiple suicide attempts, especially
those with high potential lethality, and the presence of sig-
nificant, persistent substance use. Despite the ability to
identify meaningful risk factors in patients with borderline
personality disorder, we cannot with certainty predict fu-
ture suicidal behavior in an individual patient (39, 43)—a
problem that confronts clinicians in the treatment of all
patient populations with potential suicide risk.

Treatment of Borderline Personality Disorder

The APA Practice Guideline for the Treatment of Patients
With Borderline Personality Disorder (21) recommended
psychotherapy as the primary, or core, evidence-based

“Develop, with the 
patient, a mutual plan 

that protects the 
patient’s life and the 

integrity of the 
treatment.”
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treatment for the disorder, whether or not suicidality is
prominent in a given patient. The guideline did not en-
dorse a specific form of psychotherapy, but two forms of
psychotherapy—dialectical behavior therapy (44) and
psychodynamic psychotherapy (45)—were reported in
published randomized, controlled trials to have shown
benefit in the treatment of borderline personality disorder.
More recently, APA issued a Guideline Watch (46) that
summarized significant developments in the treatment of
borderline personality disorder since the 2001 publication
of the complete guideline. In addition to a review of new
published reports on dialectical behavior therapy, the
Guideline Watch described other types of psychotherapy
that are being tried for the treatment of borderline person-
ality disorder, including interpersonal therapy, cognitive
therapy, cognitive analytic therapy, systems training for
emotional predictability and problem solving, and trans-
ference-focused psychotherapy. Randomized, controlled
trials of these treatments have not yet been reported, al-
though several such studies are in process.

The APA practice guideline recommended symptom-tar-
geted pharmacotherapy to be combined with psychother-
apy for adjunctive benefit in the treatment of borderline
personality disorder (21). The results of randomized, con-
trolled trials of specific medications were presented in the
guideline, along with decision-tree algorithms based on
clinical judgment that were organized around the predom-
inance of affective dysregulation, impulsive-behavioral
dyscontrol, or cognitive-perceptual symptoms. Newer
randomized, controlled trials, as well as a number of case
reports and noncontrolled medication trials, were sum-
marized in the Guideline Watch (46). Newer-generation
atypical neuroleptics are recommended, generally in low
doses, to treat cognitive-perceptual symptoms, and the
selective serotonin reuptake inhibitors (SSRIs) are recom-
mended to stabilize impulsive aggression or affective dys-
regulation (21, 46). If the prescribing physician is not also
the psychotherapist, effective communication between
the two is essential. The adjunctive medication may be
needed only for relatively brief periods for patients with
borderline personality disorder alone. If an axis I comor-
bidity such as major depressive disorder is present, other
evidence-based guidelines for the axis I condition should
be used to guide pharmacotherapy decisions.

Figure 1 portrays hypothetical relative proportions of
psychotherapy and pharmacotherapy in treatment of the
different subtypes of borderline personality disorder that
are described in Table 1. Gunderson (7, pp. 150–151) em-
phasized that these subtypes could also reflect different
phases of treatment or different levels of severity. Thus, a
given patient’s predominant symptoms and corresponding
need for medication could change in the course of therapy.

TABLE 1. Borderline Personality Disorder Subtypes

Type Description Presumed DSM-IV-TR Prototypical Criteria
1: Affective An atypical, moderately heritable form of mood disorder, precipitated by 

environmental stress. Akiskal and colleagues (4, 5) described a 
“subaffective” disorder, and Klein and Liebowitz (6) described “hysteroid 
dysphoria,” both of which resemble a form of borderline personality 
disorder characterized by the predominance of affect dysregulation.

Criterion 6: affective 
instability due to 
marked reactivity of 
mood (dysphoria or 
anxiety)

Criterion 5: recurrent 
suicidal behavior, 
gestures, or threats, or 
self-mutilating 
behavior

2: Impulsive A form of impulse control disorder, reflecting an action-oriented inborn 
temperament. A number of reports have characterized borderline 
personality disorder as an impulse-spectrum disorder, because it shares 
a propensity to action and overlaps with other disorders of impulse 
control, such as substance use disorders and antisocial personality 
disorder (7–10).

Criterion 4: impulsivity 
in at least two areas 
that are potentially 
self-damaging

Criterion 5: recurrent 
suicidal behavior, 
gestures, or threats, or 
self-mutilating 
behavior

3: Aggressive A primary constitutional temperament (11) or a secondary reaction to 
early trauma, abuse, or neglect (12). A predominance of aggression in 
borderline personality disorder could be correlated with lower levels of 
serotonin in the central nervous system or with other neurotransmitter 
or neuroendocrine irregularities (9).

Criterion 8: 
inappropriate, 
intense anger or 
difficulty controlling 
anger

Criterion 6: affective 
instability due to 
marked reactivity of 
mood (irritability)

4: Dependent An intolerance of being alone. Masterson and colleagues (13, 14) proposed 
that, in some cases, the presence of parental intolerance of the 
development of autonomy in the child could lay the foundation for 
future borderline pathology. Gunderson (15) described a similar but 
somewhat broader concept—intolerance of aloneness—as a common 
defining characteristic of many patients with borderline personality 
disorder.

Criterion 1: frantic 
efforts to avoid real 
or imagined 
abandonment

Criterion 6: affective 
instability due to 
marked reactivity of 
mood (anxiety)

5: Empty Lack of a stable sense of self, reflecting inconstant early parenting. Adler 
and colleagues (16, 17) proposed that the child’s experience of parental 
inconstancy and lack of empathy could interfere with the establishment 
of basic trust, resulting in an inability to evoke soothing memories of 
good, nurturing internal objects.

Criterion 7: chronic 
feelings of emptiness

Criterion 3: identity 
disturbance: markedly 
and persistently 
unstable self-image or 
sense of self

TABLE 2. Risk Factors for Suicidal Behavior in Patients With
Borderline Personality Disordera

Risk Factor
Prior suicide attempts (20, 29, 37–39)
Comorbid mood disorder (20, 29, 34, 37)
High levels of hopelessness (37)
Family history of completed suicide or suicidal behavior (39)
Comorbid substance abuse (20, 34, 40, 41)
History of sexual abuse (42)
High levels of impulsivity and/or antisocial traits (29, 37, 39, 41)
a Reference numbers for studies that examined each risk factor are

shown in parentheses.
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Management of Suicidal Concerns 
in Psychotherapy

The importance of recognizing the possibility of suicide
risk and of actively addressing suicidal behavior in the
treatment of patients with borderline personality disorder
is emphasized in the APA Practice Guideline for the Treat-
ment of Patients With Borderline Personality Disorder (21)
and in the extensive clinical literature (7, 39, 44). It is recog-
nized that patients with borderline personality disorder
have a generally elevated risk of suicide—often referred to
as “chronic” suicide risk—that is periodically intensified by
situational precipitants, producing “acute” suicide risk (27,
28, 47–49). Although patients who engage in self-injurious
behavior can also be seriously suicidal, most episodes of
self-injurious behavior are seen as forms of self-regulatory
behavior that, though clearly an important focus of treat-
ment, differ from behavior resulting from suicidal intent
(23). Methods for managing suicidal impulses differ from
one form of psychotherapy to another, but in all forms, it is
important for the therapist and patient to negotiate a plan
for dealing with suicidal ideation or behavior.

At the initiation of therapy, some therapists recommend
to their patients that a “contract for safety” or “no suicide
contract” be agreed upon (7, 22, 48, 49). Although poten-
tially useful, such contracts could inappropriately erode
the therapist’s alertness to ongoing risk. More often, an ex-
plicit discussion about ways to deal with crises occurs
early in treatment, and the patient and therapist agree on
the role that each will take at such a time. In dialectical be-
havior therapy, the treatment is highly structured, and
there is a clear expectation that the patient call the thera-
pist freely between sessions, especially before acting on a
self-injurious impulse (50). In transference-focused psy-
chotherapy, patients are usually asked to name a nearby
emergency room or urgent care center where they will go
if they become suicidal or to identify an emergency medi-
cal number that they will call (51). A high priority of ther-
apy will be for the patient to learn how to refrain from act-
ing on suicidal or self-injurious impulses and to work on
understanding and resolving these issues during the ther-
apy sessions. The therapist explains that the treatment
goals include protecting the regular schedule of therapy
sessions rather than “putting out fires” between sessions.
Regardless of the type of psychotherapy, a hierarchy of
goals will be important, as illustrated in Figure 2.

Common to most approaches to the management of sui-
cidal or self-injurious behavior is the effort to reduce rein-
forcement of the behavior (44, 49–51). Patients often report
different conscious goals for nonsuicidal self-injury (e.g.,
self-regulation, self-punishment, relief, distraction) than
for actions with suicidal intent (to decrease the burden or to
make things better for others) (52). These thoughts should
be explicitly explored in therapy in order to develop alter-
native, nondestructive options. It is important to keep in
mind that patients may have other layers of motivation be-
yond their conscious awareness, and these motivations
may differ from those that are directly identified. Even if
the patient has complex motivations for self-destructive

behavior, the goal of developing new skills that do not rely
on self-harm remains clear.

Role of Hospitalization

The use of hospitalization during the treatment of pa-
tients with borderline personality disorder is controver-
sial. Long-term inpatient treatment of patients with bor-
derline personality disorder is now largely unavailable,
and there is a reasonably clear clinical consensus that in-
patient care should be minimized. Still, decisions about
level of care will need to be made, and hospital-based care
may be recommended at times (7, 21). Such recommenda-
tions are not evidence-based but are derived from expert
clinical opinion. The APA Practice Guideline for the Treat-
ment of Patients With Borderline Personality Disorder (21)
suggested indications for partial hospitalization, brief
hospitalization, and extended inpatient hospitalization
(in the guideline section on initial assessment and deter-
mination of the treatment setting).

Several experts have cautioned against use of hospital-
ization in the treatment of patients with borderline per-
sonality disorder, particularly for management of or in re-
action to self-injurious behavior (22, 28, 47, 50, 53–55).
Nonetheless, there may be periods in a patient’s treatment
when suicidal ideation is prominent, and a period of inpa-
tient treatment may be essential. This may be especially
true when patients with borderline personality disorder
have clear episodes of a comorbid axis I condition such as
major depressive disorder or bipolar disorder. It is worth
noting that such patients, even when they are in the throes
of a major axis I episode, still have borderline personality
disorder, and the behavioral issues that are attributable to

FIGURE 1. Balance of Combined Treatment According to
Type of Borderline Personality Disordera

a For each type of borderline personality disorder, a combination of
psychotherapy and pharmacotherapy is indicated. Reliance on
pharmacotherapy will be greater, particularly early in the course of
treatment, for types 1–3, until affect regulation and impulse con-
trol have stabilized. Adapted with permission from American Psy-
chiatric Publishing, Inc. (2).
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the patients’ personality pathology may persist, compli-
cating the treatment of the axis I episode.

Summary and Recommendations

Suicide risk is a frequent companion in the treatment of
patients with borderline personality disorder, and it rep-
resents a challenge for the patient and the therapist alike.
In the early stages of therapy—whether dialectical behav-
ior therapy, cognitive behavior therapy, psychodynamic
therapy, or another form of therapy—suicide risk is often
the number-one priority. Giving high priority to this con-
cern does not imply the wish to reinforce and perpetuate
the patient’s periodic preoccupation with suicide. Rather,
it conveys the need to come at this preoccupation head-
on, as a recognized risk, and to engage the patient’s moti-
vation to join forces with the therapist and find a better
road to travel. The preferred strategy to accomplish this
goal is to develop, with the patient, a mutual plan that
protects the patient’s life, the patient’s bodily integrity,
and the integrity of the treatment itself. In such a plan, the
therapist’s assigned role is not as a member of an emer-
gency medical services team but, rather, as the protector
of a valuable sanctuary—the therapy itself—as a place
where the patient’s confusion, fear, hopelessness, and
distorted perceptions can be sorted out. The patient’s as-

signed role is to understand and accept the importance of
this opportunity and to learn to choose alternative meth-
ods to deal with the inevitable crises that arise. The stakes
can be high, and risk is certainly involved, but the capac-
ity to tolerate risk is an important asset for both the pa-
tient and the therapist (56, 57).

In the patient described at the beginning of this article,
suicidal ideation had not been a prominent ongoing con-
cern. In such a case, it would be important to review poten-
tial risk factors for suicide, including the patient’s family
history. The new appearance of suicidality in the context of
ongoing treatment could represent the first time that the
borderline personality disorder symptom of reactive sui-
cidality emerged during the treatment period, or it could
herald the onset of comorbid major depression. In the pa-
tient described in the case vignette, the gradual develop-
ment of depression, hopelessness, and suicidal ideation (in
contrast to impulsive suicidal behavior) suggests the emer-
gence of comorbid axis I depression. Appropriate antide-
pressant medication might need to be started for such a
patient, as the patient has already been effectively engaged
in psychotherapy. Brief hospitalization could be necessary,
if signs indicated an extremely high suicide risk and the pa-
tient’s hold on the lifeline of therapy seemed to be weaken-
ing. However, the therapist should have no expectation
that accomplishing such a plan would be smooth sailing,
because a depressive episode, superimposed on the pa-
tient’s not-yet-resolved borderline intrapsychic world,
could challenge the tenuous trust being built between the
patient and the therapist.
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