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Abstract 
This case study describes the care provided to a female patient with borderline 
personality disorder (BPD) who presented to the emergency department (ED). 
While people with borderline personality disorder use emergency services fre-
quently, clinicians often face difficulties when providing medical and behav-
ioral services to these patients. It may be difficult for nurse practitioners to 
determine if a patient with BPD who presents to the ED in crisis should be 
admitted, medicated, observed, or discharged. Self-harm is frequently con-
fused with suicide attempts, which can result in unnecessary hospitalizations. 
This case study seeks to examine the proper management and difficulties en-
countered by healthcare providers in managing crises involving individuals 
with BPD in ED settings. The case study underscores the significance of thor-
ough evaluation, recognition of BPD characteristics, active engagement in 
treatment, the therapeutic alliance, and the emphasis on interpersonal con-
nections and stressors alongside the utilization of psychopharmacology. 
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1. Introduction 

Personality disorders are mental health disorders that impair functioning by re-
curring unhealthy patterns of behavior, thought, and emotion that don’t match 
society’s expectations [1]. There are 10 distinct personality disorders classified by 
the Diagnostic and Statistical Manual, Fifth Edition (DSM-5) [1]. Borderline per-
sonality disorder (BPD) is characterized by unstable relationships and dysfunc-
tional mood, affect, reality, and function [1]. BPD is not diagnosed until the age 
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of 18 due to specific developmental differences. Due to the nature of symptoms, 
people with BPD use mental health services heavily and are more prone to attend 
crisis centers and emergency rooms [2]. 

Significance and Prevalence  

Individuals with BPD are more prone to visit the emergency room due to a variety 
of characteristics including chronic suicidality, self-destructive tendencies, emo-
tional instability, binary thinking, and impulsivity. Elison et al. [3] report that 1% 
of the population has BPD, albeit prevalence varies by locality. BPD affects 20% 
to 22% of mental health hospitalized patients and 10% to 12% of outpatients [1]. 
Dizygotic twins have a seven percent BPD prevalence, but monozygotic twins 
have 35%, demonstrating its genetic nature [4]. BPD accounts for 9% of mental 
health crises and 12% to 18% of psychiatric hospitalizations [5]. According to Shin 
et al. [6], 60% to 80% of individuals with BPD attempted suicide. While 8% - 10% 
of individuals with BPD completed suicide [7]. Another BPD symptom is self-
harm which about 63% - 80% of patients attempt [8] [9]. Patients with BPD need 
more mental health services than the general U.S. population. In general, between 
70% to 95% of patients receive psychosocial therapy and 79% may require inpa-
tient care [5].  

2. Case Vignette 

A 24-year-old woman, with a history of trauma and BPD, presented to the Emer-
gency Department reporting suicidal thoughts and a plan to kill herself by cutting 
her wrist following a breakup with her boyfriend. The patient had superficial hor-
izontal cute on both forearms. She had been experiencing anxiety and depression 
symptoms in the weeks leading up to the ED visit. She reported experiencing 
chronic suicidality but did not have a plan until she had the breakup on the day 
of ED visit. Her sister, who was present at the Emergency Department described 
her as “dramatic” and mentioned that she tends to have emotional breakdowns 
and engage in cutting during periods of stress.  

She was hospitalized 4 times in the past for suicidality. She has recently stopped 
taking antidepressants due to side effects. She had no significant medical history 
nor family history. Her immunizations were up to date. The patient has a history 
of childhood trauma which involved witnessing domestic violence. Her parents 
separated when she was a teenager. She had multiple relationships in the past, in 
which she struggled with abusive partners.  

The physical examination revealed small wounds on both forearms but was oth-
erwise normal with no signs of distress. The patient’s vital signs were normal: blood 
pressure 121/72 mm Hg, heart rate 98 beats/min, respiratory rate 24 breaths/min, 
oxygen saturation 99% on room air, and oral temperature 37.1 C. The diagnostic 
tests she received were a complete blood count, metabolic panel, pregnancy test, 
and urine drug screen. The results of her blood work were normal, and both the 
urine drug screen and pregnancy tests came back negative. She completed the 
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Adverse Childhood Experience Questionnaire (ACEs) and scored 7. She com-
pleted the Colombia Suicide Severity Rating Scale (C-SSRS) and scored 19. In this 
case, the ED clinician did not utilize the McLean Screening Tool for BPD [10] 
since Amy has already been diagnosed with the disorder. The ED practitioner per-
formed a mental status examination. The patient appearance was appropriate to 
age, she was agitated, sobbing, which made it harder for her to communicate. She 
expressed suicidal ideation with a plan to cut her wrist. She was not experiencing 
any auditory or visual hallucinations and did not exhibit delusional or paranoid 
thinking. She demonstrated appropriate insight and judgment.  

While some hospitals offer emergency psychiatric care in the ED, these were 
not offered at this facility. Emergency practitioners, including physicians, nurse 
practitioners, and physician associates, may have to use their clinical judgment to 
determine the proper course of action and avoid unnecessary treatments that 
might negatively affect treatment outcomes. In this case, the ED practitioner con-
ducted an interview and took a history as the patient struggled to communicate. 
Her sister offered collateral history. The practitioner opted to prescribe Olanzap-
ine 10 mg oral tablet to alleviate agitation.  

The patient was observed overnight and was reassessed in the morning. She was 
more communicative in the morning and reported feeling better. She denied hav-
ing suicidal ideations or urges to self-harm. The patient reported that the superfi-
cial cuts she inflicted were not an attempt to end her life and explained that cutting 
makes her feel better and less stressed. She reported receiving dialectical behavior 
therapy (DBT) in the past but has not had any therapy sessions in the past 2 years. 
She is currently off medications because they caused her side effects. The patient 
agreed to enroll in an intensive outpatient program that provides DBT and other 
clinical services. A safe discharge plan was discussed with the patient and her sis-
ter, who agreed to stay with her for the next few days. She was discharged from 
the emergency department later that day. The patient agreed to enroll in an inten-
sive outpatient program that provides DBT and other clinical services. A safe dis-
charge plan was discussed with the patient and her sister, who agreed to stay with 
her for the next few days. She was discharged from the emergency department 
later that day. 

3. Pathophysiology 

As there is no single cause of BPD, a variety of factors may be involved [4]. In 
recent years, a relationship has been made between the development of BPD and 
childhood trauma, such as sexual, emotional, and physical abuse. Notably, trau-
matic experiences in childhood alter the amygdala, prefrontal cortex, and hypo-
thalamus-pituitary-adrenal axis, which increases the risk of developing BPD [4]. 
According to Saccaro et al. [11], depression and anxiety are illnesses that predis-
pose individuals to BPD, therefore they also play a part in the development of 
BPD. For instance, sadness and anxiety raise neuroendocrine stress, which results 
in neurotransmitter imbalances and inflammatory reactions that ultimately cause 
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BPD [11]. Bøen et al. [12] indicated that individuals with BPD had reduced met-
abolic activity in the brainstem and midbrain, establishing a correlation between 
declined brain activity in certain regions of the brain and the disorder. According 
to Nia et al. [13], the genetic factors in the development of BPD are not fully un-
derstood, due to the limited scope of research in this area. The limited data sug-
gests multifactor may contribute to the development of BPD including genetic 
and environmental [13]. 

4. Risk Factors 

Amy has experienced a great deal of trauma throughout her childhood. BPD is 
complex and is influenced by several risk factors. De Aquino et al. [14] highlight 
sexual harassment and assault, childhood sexual abuse, and adult sexual abuse as 
potential contributions to the development of borderline personality disorder. 
Traumatic experiences can disrupt a person’s self-image and relationships, caus-
ing instability and impulsivity of patients with BPD. Zanarini et al. [15] suggested 
that childhood abuse and neglect set the stage for emotional dysregulation and 
relational issues, which increase BPD risk. Psychological factors also play a signif-
icant role in the BPD risk profile. Yen et al. [16] emphasized the relationship be-
tween BPD and concomitant anxiety and depressive illnesses.  

5. Recognizing the Problem and Diagnosis 

Amy has been dealing with borderline personality traits since her teenage years, 
and her family has always thought she was quite dramatic. Although general and 
emergency department practitioners may observe BPD’s maladaptive behaviors, 
they may fail to recognize them as part of a more complex condition. Anger and 
mood instability are common in BPD patients during crises. Bipolar and major 
depressive disorder symptoms may resemble BPD. Trauma and chronic suicidal-
ity are significant risk factors of Borderline Personality Disorder [15]. In this case 
study, Amy scored 7 on the Adverse Childhood Experience Questionnaire (ACEs) 
[17] and scored 19 on the Colombia Suicide Severity Rating Scale (C-SSRS) [18]. 
Although the most reliable method for diagnosing BPD is a formal clinical inter-
view based on DSM-5 criteria, emergency department providers may employ the 
McLean Screening Tool for BPD to assist in identifying various symptoms and 
guiding the treatment strategy [19]. The DSM-5 diagnostic criteria for borderline 
personality disorder includes nine symptoms, with the diagnosis being granted if 
five of the nine symptoms are present. Symptoms include frantic attempts to pre-
vent abandonment, unstable relationships, distorted self-image, impulsivity, sui-
cidality & self-harm, mood swings, emptiness, excessive anger, and dissociation 
[1]. 

6. Crisis Management in the Emergency Department 

Similar to Amy’s presentation, relationship crises, is a common reason that would 
cause people with BPD end up in the hospital or emergency room due to the 
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severity of symptoms and emotional state [20]. Crises involving self-harm, suicid-
ality, violence, and agitation present complex challenges for healthcare profes-
sionals and ED staff [20]. Hong [2] found in his article that unnecessary hospital-
izations, ineffective risk assessment, excessive pharmacotherapy use, and volatile 
interactions occurring with emergency staff are some of the factors that are affect-
ing the treatment outcome of BPD crises in the emergency department. This can 
be mitigated and requires careful consideration of both immediate and long-term 
impacts on health. Restoring the individual’s mental state to its pre-crisis balance 
while preventing lasting negative effects is the top priority in managing these cri-
ses [21]. 

7. Appropriate Psychiatric Management of Borderline  
Personality in the Emergency Department 

The management of borderline personality disorder involves a continuous process 
in which the individual and their treating clinician collaborate to achieve specific 
goals. These goals are to foster a supportive environment, establish a healthy pro-
fessional relationship, and employ therapeutic communication to sustain the pro-
fessional relationship and prevent transference and countertransference. Gunder-
son and Links [22] outlined the eight elements of effective psychiatric treatment 
for BPD. 1) Provide psychoeducation; 2) Be proactive, not reactive; 3) Be thought-
ful; 4) Establish a relationship that is both real and professional; 5) Communicate 
that change is anticipated; 6) Foster accountability; 7) Maintain a focus on life 
outside of therapy; and 8) Be flexible, pragmatic, and eclectic. While the concepts 
apply to the continuing management of BPD, several of them are also applicable 
to emergency and crisis management of BPD. 

7.1. Psychoeducation 

Discussing BPD diagnosis, symptoms, and treatment may assist the patient to un-
derstand the disorder’s dynamics, and how it may affect their feeling and reaction 
to stressors. For those without a formal BPD diagnosis, it is vital to teach the pa-
tient and their loved ones about the condition and its treatment. Assure the pa-
tient that the prognosis for BPD is favorable and that the majority of people with 
BPD achieve remission, with some even making a full recovery [23]. In the case 
Vignette, Amy’s grasp of the nature of mood changes, emotions, and crises in the 
context of BPD helped to speed up stabilization, avoid hospitalization, and moti-
vate her to resume therapy.  

7.2. Be Active, Not Reactive 

BPD patients are inclined to be sensitive and reserved. It is essential to make the 
patient perceive the provider’s presence and involvement in their treatment. Ask 
about their symptoms, stressors, and therapy. It is crucial to avoid overinvolve-
ment and reactivity, which may result in unneeded treatments and suboptimal 
treatment outcomes [22]. The medical professionals who assisted Amy in this case 
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utilized active listening, conducted a thorough assessment, and made her feel val-
ued. Amy’s perception of being cared for made her more responsive to receiving 
medications, prevented any escalation during the visit, and inspired her to follow 
the recommended course of action following discharge.  

7.3. The Therapeutic Relationship  

Individuals with BPD are more likely to have longer and more frequent ED visits, 
despite the fact that ED visits might be brief. The establishment of a therapeutic 
relationship with BPD patients and their participation in the treatment plan may 
aid in the formulation of realistic expectations. Using an authentic style strength-
ens the therapeutic alliance and enhances the patient’s perception of the provider’s 
concern [2]. The formation of a therapeutic alliance and the discussion of realistic 
expectations facilitated Amy’s receptiveness to available treatment options, thereby 
averting unnecessary inpatient service utilization and emphasizing outpatient 
treatment instead.  

7.4. Focus on Relationships and Stressors 

Relationship instability is the leading cause of mental health crises among those 
with BPD. Understanding the circumstances preceding the crisis may assist the 
patient in regulating and organizing their emotions [2] [22]. Amy’s crisis origi-
nated from relationship difficulties that intensified following her breakup with her 
boyfriend. Facilitating the discussion and comprehending the impact of BPD on 
relationships may assist Amy in rectifying unhealthy relational patterns from her 
past, while participation in outpatient psychotherapy could alleviate relational dif-
ficulties and help in establishing healthy relationships.  

8. Psychopharmacotherapy 

While there are no FDA-approved treatments for BPD, numerous psychotropic 
medications have demonstrated efficacy in the treatment of this condition. Anti-
depressants, mood stabilizers, second-generation antipsychotics, are often pre-
scribed in the treatment of BPD. Before prescribing, the treating practitioner 
should weigh the potential benefits and risks of employing any psychotropic med-
ications [24]. 

8.1. Psychopharmacology Treatment in the Emergency Setting 

Amy received Olanzapine 10 mg, which is a sedative antipsychotic medication 
that may help deescalate high levels of agitation and anxiety. Second generation 
antipsychotics are frequently prescribed to individuals with BPD who present with 
agitation and/or extreme anxiety to mitigate the risks associated with agitation 
and severe anxiety [24]. Antihistamines and other short-term sedatives are the 
initial treatment for a BPD crisis if the individual’s presentation is not associated 
with agitation. This approach has fewer adverse effects, a low potential for abuse, 
no overdose hazards, and a minimal likelihood of addiction [25].  
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8.2. Maintenance Psychopharmacology Treatment  

Treatment for BPD can include selective serotonin reuptake inhibitors (SSRIs) 
which are often used because they are seen as a safe alternative with few potential 
adverse effects [26]. Other drugs with a low risk of abuse, overdose, or dependency 
can be used. Serotonin norepinephrine reuptake inhibitors (SNRIs) and atypical 
antidepressants are regarded as safe maintenance treatment options for BPD. 
Mood stabilizers, a class of FDA-approved drugs for the treatment of Bipolar Dis-
order, can be used to address BPD’s mood instability and impulsivity on off label 
basis [24]. The use of Low dose Quetiapine has shown effectiveness in treating 
BPD symptoms [27].  

8.3. Contraindicated Medications 

Despite conflicting data regarding the pharmacological management of Border-
line Personality Disorder (BPD), a recent extensive comparative study determined 
that benzodiazepines were linked to the greatest risk of attempted or completed 
suicide compared to other medication classes used in individuals with BPD [28].  

9. Discussion  

Borderline Personality Disorder (BPD) is a complex mental health condition in-
fluenced by various risk factors. Key risk factors include sexual harassment and 
assault, childhood traits, parental psychopathology, relationship dynamics, co-oc-
currence with other mental disorders, and coping mechanisms. Understanding 
and assessing the risk factors is crucial for accurate assessment, early intervention, 
and effective treatment of individuals at risk of developing BPD. 

Crisis management for individuals with BPD in emergency departments is cru-
cial and the top priority should remain restoring mental state to pre-crisis balance. 
Effective psychiatric treatment involves developing a healthy professional rela-
tionship between the individual and the treating clinician, using psychoeducation, 
being proactive, being thoughtful, maintaining a real and professional relation-
ship, communicating expectations, fostering accountability, maintaining focus on 
life outside therapy, and being flexible, pragmatic, and eclectic. 
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