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The current and central biosocial theory
of borderline personality disorder as de-
fined by Dr. Marsha Linehan (1) focuses
on impairment in the domains of affec-
tive, behavioral, and interpersonal func-
tioning. Impulsivity, aggression, and
affective instability, key behaviors in
borderline personality disorder, are con-
nected to a dysfunction of serotonin (2).
A polymorphism within a specific sero-
tonin transporter gene has been associ-
ated with suicide, impulsivity, addiction,
and emotional lability (3). A confluence
of biological predisposition and environ-
mental effects produces a borderline per-
sonality disorder phenotype (2).
Borderline personality disorder can
commonly be confused with or misdi-
agnosed as bipolar disorder, largely be-
cause of the overlapping symptoms re-
lating to affective instability (4). Some
believe that bipolar disorder and bor-
derline personality disorder are separate
entities that, in some cases, can coexist
(5), while others see them on a spectrum
together (6). In the present case report,
the patient was formerly diagnosed with
bipolar disorder but later given the diag-
nosis of borderline personality disorder.

CASE

“Mrs. W” is a 29-year-old woman who
presented to the inpatient psychiatric
hospital via the police after she texted
a male friend repeatedly, following con-
sumption of five alcoholic beverages,
stating that she wanted to kill herself.
Upon interview the following day, she
appeared calm and cooperative and had
little memory of sending the text mes-
sages. She held a previous diagnosis
of bipolar disorder and endorsed past
symptoms consistent with past manic
episodes, such as elevated and irritable

mood, hyperactivity, racing thoughts,
hypersexuality, reduced need for sleep,
pressured speech, and grandiosity. She
also displayed poor impulse control and
emotional dysregulation. She admit-
ted to problems with affect (specifically
anger and loneliness), impulsive action
patterns (suicidal gestures, sexual devi-
ance, and substance abuse), and inter-
personal relationships (abandonment is-
sues, dependency, and entitlement).

The patient endorsed stressors such
as tension with her mother and marital
discord. She is married with three chil-
dren and stated that her husband “would
never leave her,” regardless of her infi-
delity during periods of mania. She had
never been diagnosed with borderline
personality disorder, but she did report
a history of self-mutilating behavior, an-
orexia for 3 years in high school, and two
suicide attempts via overdosing on med-
ication at ages 15 and 21, respectively.

After the initial interview with the
patient, our team identified this admis-
sion as a depressive episode of her pre-
existing bipolar disorder and therefore
restarted her on quetiapine, to which she
had reported a good response in the past,
as well as lithium. As her 4-day inpatient
hospitalization continued, she was com-
pliant with her new medication regimen,
and the diagnosis of borderline person-
ality disorder was more thoroughly dis-
cussed with her.

DISCUSSION

Borderline personality disorder is seen
in approximately 1%-6% of the general
population (6). Borderline personal-
ity disorder can commonly be confused
with bipolar disorder, largely because of
the overlapping symptoms of impulsiv-
ity, mood instability, inappropriate anger,
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and suicidal threats (4). The above pa-
tient is a good example of a case in which
an individual formerly diagnosed with
bipolar disorder is also given the diag-
nosis of borderline personality disorder
later. Her history of manic episodes met
DSM-5 criteria, as they lasted for lon-
ger than a week and included elevated
and irritable mood, hyperactivity, racing
thoughts, hypersexuality, reduced need
for sleep, pressured speech, increased
distractibility, flight of ideas, grandiosity,
and reckless behavior, and they caused
an impairment in self-functioning. Her
manic episodes appeared to be in remis-
sion when she presented to the inpatient
psychiatric hospital, during which time
she met DSM-5 criteria for borderline
personality disorder. Her behavior was
not solely attributed to alcohol intoxica-
tion because her history showed an en-
during pattern of thinking, acting, and
relating characteristic of borderline per-
sonality disorder that occurred outside
her episodes of alcohol use.

While some believe that bipolar dis-
order and borderline personality dis-
order are separate diagnoses that can
occur together, others consider them to
be related. Borderline personality disor-
der and bipolar disorder co-occur more
often than would be expected by chance
alone, given that borderline personal-
ity disorder occurs in less than 1% of
the population and bipolar disorder in
greater than 2%. It is reported that up
to 20% of people with borderline per-
sonality disorder have comorbid bipolar
disorder, and about 15% of people with
bipolar disorder have comorbid border-
line personality disorder (this difference
could be due to overestimating the for-
mer or underestimating the latter) (6).
Those in favor of two separate disor-
ders conclude that while the comorbid-
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KEY POINTS/CLINICAL PEARLS

» Both borderline personality disorder and bipolar disorder may present with a

core feature of affective instability.

» Misdiagnosis of borderline personality disorder as bipolar disorder and vice

versa is common but avoidable.

» Borderline personality disorder and bipolar disorder necessitate very different
treatments; if borderline personality disorder is suspected, antidepressants and
mood stabilizers should be used in conjunction with psychosocial interven-
tions such as dialectical-behavioral therapy.

ity rates are substantial, more often than
not the two occur independently (5),
suggesting two distinct disorders.

Fiedorowicz and Black summarized
theories that support the diagnoses
being related (6). The first theory posits
that they are indeed two distinct condi-
tions that happen to share a few overlap-
ping criteria. The second suggests that
bipolar disorder and borderline person-
ality disorder are actually on a spectrum,
with bipolar IT disorder in the middle,
representing the transitioning portion
of the spectrum. Fiedorowicz and Black
also raise the idea of one as a risk factor
for the other, and vice versa, while their
final theory identifies a set of shared risk
factors that influence both, potentially
explaining the link between the two dis-
orders. The true reason for the diagnos-
tic overlap may likely be a combination
of different theories.

The above case is a prime example
of a case in which a former diagnosis of
bipolar disorder should be questioned
when reconceptualizing the patient as
having borderline personality disorder.
This approach to diagnosis presents
many advantages for care. Gunderson et
al. identified two significant negative ef-
fects that can come from omitting a bor-
derline personality disorder diagnosis in
the face of a bipolar diagnosis (7). It can
leave patients and their families with an
unrealistic expectation of what medica-
tions can do, as well as a feeling of de-
spair when medications are not very ef-
fective. It can also deprive the patient of

helpful psychosocial interventions, such
as dialectical-behavioral therapy (7). A
borderline personality disorder diag-
nosis will emphasize the importance of
outpatient skills-based psychotherapy
and highlight that recurrent suicidal ide-
ation may be part of the expected course
but does not necessarily require hospi-
talization. Actually, Dr. Linehan views
hospitalization as interfering with treat-
ment for borderline personality disorder
patients and recommends a short one-
night stay rather than prolonged hospi-
talization when possible (8). Effective
strategies for management in such cases
include pharmacologic treatment with
lithium to mitigate suicidal ideation and
self-injury (9), quetiapine for depression
and mood stabilization (10), and quickly
discharging the patient to reduce depen-
dence on the hospital while directing
the patient toward appropriate outpa-
tient psychotherapy, which clinical trials
have supported for borderline person-
ality disorder patients in crisis (11). All
of these strategies have the potential to
decrease burden of disease and improve
quality of life.

CONCLUSIONS

Affective instability is a core feature of
both bipolar disorder and borderline
personality disorder. Some believe that
the two diagnoses are separate entities
that can coexist (5), while others see
them on a spectrum together (6). Their
similarities can cause misdiagnosis, but
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care should be taken to diagnose as accu-
rately as possible, even if it means chang-
ing an existing diagnosis. This allows the
patient realistic expectations and access
to effective treatment.

Dr. Peterson Scott is a first-year psychiatry
resident at the University of Texas at Austin
Dell Medical School.
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