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Abstract 

This article provides an update from Goodman and colleagues’ 2012 article “Suicidal Risk and 

Management in Borderline Personality Disorder.” Since 2012,  research has largely focused on 

identification of risk factors and psychotherapeutic treatments of suicidality in BPD; while 

limited advances have been made in the assessment of preventive measures, the role of family 

members in treatment, and the use of medications. Several BPD-specific risk factors (including 

negative child interactions with family, NSSI, insomnia, substance abuse, and active 

hallucinations) have been identified and may be helpful to better stratify risk and target treatment 

of suicidality in this population. Regarding treatment, there are mixed results about the efficacy 

of DBT for suicidal symptoms in BPD patients. Other treatments-- like CAMS, AP, MBT, and 

PLF-- may fill this gap in treatment, but more research is needed. While some support exists for 

the use of medication in the treatment of suicidality in other psychiatric illnesses, limited 

evidence exists for its use for suicidality in BPD.  As such, it is recommended that medications 

are used primarily for psychiatric comorbidities in individuals with BPD.  
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1 Introduction 

Despite self-harm and suicidal 

behaviors being significant sources of 

morbidity and mortality in patients with 

Borderline Personality Disorder (BPD),
i
 there is 

a lack of agreement on assessment and 

management of these symptoms. Up to 84% of 

patients with BPD display suicidal behaviors
ii
 

and have an average of at least three suicide 

attempts in their lifetime.
iii

 Eight to 10% of 

those diagnosed with BPD complete suicide.
iv
 

However, despite this data on BPD and suicide, 

there are still many gaps in the literature 

regarding targeted treatments for suicide 

prevention.  

This article provides an update from 

Goodman and colleagues’ 2012 article 

“Suicidal Risk and Management in Borderline 

Personality Disorder.”
v
 The current paper 

reviewed articles from 2012 to 2018 from 

MEDLINE and PsycINFO databases containing 

the keywords “borderline personality disorder,” 

“suicide,” and “suicidality.” A total of 65 

articles were identified and 21 articles 

considered most relevant to the topic were 

included. Authors read through all abstracts to 

identify keywords; authors then met together 

and if any abstracts did not mention suicide 

and/or BPD they were not considered relevant. 

Due to the paucity of literature published on 

this topic in the past 6 years, a few papers from 

the last 10-15 years were included to expand on 

topics that were found through this literature 

search.   

This review will cover the importance 

of assessing suicide risk in BPD, the 

differences in “No-Suicide Contracts” versus 

“Safety Plans,” and treatment options for 

suicidality in BPD.  

2 Assessing Suicide Risk in BPD 

Since 2012, limited research has focused on 

assessment or prevention of suicide among 

individuals with BPD. Earlier research 

delineates several well-established modifiable 

and non-modifiable risk factors and protective 

factors for suicide across diagnoses, many of 

which are listed in Table 1. Of the personality 

disorders, BPD carries the highest risk for 

suicide, but often this symptom remits 

overtime.
vi
 Soloff and Chiappetta (2017), 

reporting on results from their longitudinal 

study, found that specific dimensions of 

personality prevalent in BPD (e.g., negative 

affectivity, affective instability and impulsive 

aggression) are most often linked with suicide 

risk.
6
 They also found that illness severity, 

including psychiatric inpatient hospitalization, 

predicted suicide risk.
6
 Notably, Soloff and 

Chiappetta (2017) found that low 

socioeconomic status (SES) was related to 

increased suicide risk and that those of minority 

race in the study were at higher risk for suicide 

due to its significant association with low SES.
6
 

A tumultuous personal history (such as frequent 
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changes in employment, and less full-time 

schooling years) was also related to increased 

suicide risk; particularly as they relate to poor 

SES.
6
 Furthermore, Soloff and Chiappetta 

(2017) identified that increased education 

among individuals with BPD was protective 

associated with a decreased risk for suicide.
6
 

However, little has been published regarding 

other protective factors specifically for those 

diagnosed with BPD. 

 

 

Current research suggests that child 

interactions with family as early as infancy to 

middle childhood can impact borderline 

symptoms of recurrent suicidality, and self-

injury in late adolescence.
xvi

 Parental 

withdrawal from an infant as young as 18-

months may contribute to borderline traits and 

suicidality later in life.
7
 Additionally, child 

abuse, as well as role confusion in the parent 

child relationship (i.e., parentification), can be 

associated with suicidality.
6, xvii

 Significantly, 

patients with BPD who have experienced child 

abuse have a 5-fold increase in the rate of 

lifetime suicide attempts.
8
  

New research on Non-Suicidal Self 

Injury patterns (NSSI; cutting, burning, or 

otherwise deliberately harming one’s own body 

without the intent to die), examined categories 

Table 1.  

Risk Factors and Protective Factors For Suicide 

Risk Factors Protective Factors 

Non-Modifiable (Static) Modifiable (Dynamic)  

 Age (>65)
vii

 

 Minority Race
viii

 

 Gender (Male)
24

 

 Prior history of suicide 
attempt or self-harm

9
 

 Genetic factors
ix
 

 Personal history of trauma
x
 

 Family history of suicide
54

 

 Current Psychiatric 
illness (Major 

Depressive Disorder, 

Bipolar Disorder, 

Schizophrenia, 

Borderline Personality 

Disorder)
54 

 

 Traumatic Brain Injury
56

  

 Current substance 
abuse

56
 

 Chronic medical 
conditions

xi
 

 Delirium 
xii

 

 Physical Pain
58

 

 Unemployment 
54

 

 Owning a gun
xiii

 

 Current suicidal 

behavior 
54

 

 Hopelessness 
54

 

 Family and social support
xiv

 

 Having children or dependent 

others
xv

 

 Access to/involvement in 
psychiatric and medical care

61
 

 Fear of social disapproval
62

 

 Religiosity/Spirituality and 
moral object to suicide

62
 

 Positive coping skills and 

problem solving 
62
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of self-harm (e.g., habitual or random) and their 

relation to the likelihood of suicide attempts in 

BPD patients.
xviii

 First, those with habitual 

patterns of NSSI (i.e., many attempts evenly 

spaced out) may have lower severity and fewer 

suicide attempts compared to those with 

random patterns (i.e., acts of self-harm 

occurring inconsistently or in seclusion).
9
 Not 

only can NSSI patterns possibly predict amount 

and severity of future attempts, but also 

Andrewes and colleagues (2018), note the 

importance of tracking NSSI patterns during 

treatment.
9
 Specifically, patients with BPD who 

have habitual patterns tend to have less NSSI 

before an attempt, while those with random 

patterns often have an increase in NSSI before 

an attempt.
9
 Clinically, it is important to track 

these behaviors and understand their relation to 

future attempts, especially since NSSI is so 

prevalent in BPD patients. 

Over the past six years other research 

has explored further health concerns and traits 

that may impact suicide risk in those with BPD. 

First, Winsper and Tang (2014) recently 

reviewed the relationship between insomnia 

and suicide risk.
xix

 Specifically, those with BPD 

often have disrupted sleep patterns which has 

been found to be related to problems with 

emotion regulation and self-harm, including 

suicide attempts.
xx

 Impulsivity is increased in 

mentally healthy patients who do not sleep
xxi

 

and impulsivity is also a key symptom of BPD. 

Therefore, it could be hypothesized that BPD 

patients who have insomnia may have 

especially high impulsivity, relating to more 

intense ideation and more frequent attempts.
10

 

Second, maladaptive cognitions about sleep 

may link suicide and insomnia in those with 

BPD (e.g., “I have little ability to manage the 

negative consequences of disturbed sleep”).
xxii

 

Often BPD patients have negative cognitions 

about sleep, including the belief that not 

enough sleep will cause their depression, or that 

they have no control over their sleep.
10, 13

 These 

same cognitions have been shown to facilitate 

associations of sleep and suicide in those who 

are depressed.
10, xxiii 

Relevant literature surrounding BPD, 

substances, and suicide risk has also been 

recently published. Many patients with BPD 

report having chronic pain and are subsequently 

prescribed opioids as treatment.
xxiv

 Both those 

with BPD, and those with chronic pain, have 

high risk for suicide; additionally, many 

individuals with BPD have pharmaceutical 

opioid dependence.
15

 However, the intersection 

of these disorders and their treatment have not 

been widely studied.
15

 Campbell and colleagues 

(2015) suggest a multi-disciplinary approach 

when treating this population to holistically 

treat the patient.
15

 Another drug explored with 

its relation to suicide risk is cannabis. While 

some studies report an unlikely effect of 

completed suicides and cannabis use,
xxv

 recent 
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research continues to debate this topic.
xxvi

 

Chabrol and colleagues (2014) found that 

cannabis use was significantly correlated with 

suicidal ideation, but after controlling for 

personality disorders and substance abuse the 

predictor did not reach significance.
17

  

Another subgroup of those with BPD 

that should be identified when treating 

suicidality are those with auditory 

hallucinations.
xxvii

 Transient, stress related 

psychotic symptoms are criteria for BPD 

diagnosis. Of those with BPD, 22-50% 

experience auditory hallucinations
xxviii

 and 

research suggests that this population is at 

higher risk for suicide plans, attempts, and 

hospitalizations.
18

 However, this article did not 

report on if there was also increased risk for 

death by suicide in this population. To date 

Slotema and colleagues (2017) are the first 

paper published to explore this topic and 

suggest that in this subpopulation treating the 

auditory hallucinations will improve patients’ 

quality of life and decrease the number of 

attempts.
 18

 

There has been recent work around 

feelings and reactions (i.e., humor and shame) 

as they relate to suicide risk. First, studies show 

that shame disposition is related to suicide 

risk.
xxix

 Females who attempt suicide and have 

been diagnosed with BPD tend to experience 

high levels of shame, while men, without BPD, 

with a suicide attempt, display low levels of 

shame.
20

 These findings highlight that shame 

may only be important to examine as a part of 

BPD psychopathology as it relates to suicide, 

because Wiklander and colleagues (2012) did 

not find that shame was prevalent in attempters 

without BPD.
20

 Lastly, humor is an 

interpersonal interaction that has been found to 

be related to personality traits and suicide.
xxx

 

Previous research has shown that there were 

links between suicidal ideation, patients who 

had BPD, and affiliative, self-effacing, or self-

defeating, humor styles (opposed to aggressive 

humor styles). Meyer and colleagues (2017) 

found that these humor styles were also 

moderators between BPD traits and suicidal 

ideation and examining these interactions may 

help inform therapy.
21

  

3  Suicide Attempts and Completions in 

Patients with BPD 

Recent research on BPD and suicide has 

begun to explore different aspects of an 

individual’s suicidality such as suicide intent 

and ideation versus suicide plans and prep.
xxxi

 

These attitudes towards suicide can be helpful 

to examine when trying to understand suicide 

attempts in the BPD population. While many 

argue that patients with BPD often endorse low 

desire and high plans for suicide, recent 

research suggests that this attitude towards 

suicide is not related to BPD.
22

 Chu and 

collogues (2017) concluded that this could be 

because suicidality amongst patients with BPD 
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may be more sincere than some previously 

thought (i.e., not always a cry for attention).
22 

Death often occurs with the first attempt 

when examining transdiagnostic suicide 

completions.
xxxii

 However, since there are 11 

nonfatal suicide attempts for every suicide 

death
xxxiii

 and many patients diagnosed with 

BPD have multiple non-lethal suicide attempt 

before they complete, attempts are still a risk 

for suicide.
5
 Overall, this dichotomy is 

imperative to recognize when treating patients 

with BPD as threats of suicide within this 

population may not result in suicide, but often 

do and should be taken seriously. 

4 No-Suicide Contracts vs. Suicide Safety 

Plan 

Many clinicians use the Suicide Safety 

Plan (SSP) when working with suicidal 

patients, which is a brief treatment completed 

by suicidal patients with clinicians in a variety 

of settings including the emergency 

department, inpatient units, and outpatient 

treatment.
xxxiv

 The SSP is a document that can 

be used by patients in times of suicidal crisis 

when it may be difficult to rationally problem 

solve.
xxxv

 The SSP identity’s warning signs, 

coping strategies, distractions, support systems 

(e.g., family, friends, clinicians, and emergency 

services), restriction of suicidal means (e.g., 

removing extra prescriptions from a medicine 

cabinet or removing guns), and reasons to live. 

In implementing a SSP, the clinician should 

problem solve with the patient and discuss 

reactions to the plan, potential obstacles, and 

possibly even roleplay a suicidal crisis.
26 

In many settings the SSP is replacing 

the use of No-Suicide Contracts (NSC),
xxxvi

 

which is an agreement between suicidal 

patients and their clinicians to not harm 

themselves. Stanley and Brown (2012), note 

that while SSP give steps for patients to follow 

if they start feeling suicidal, a NSC do not give 

any guidelines to follow if patients find 

themselves in positions where they want to 

engage in suicidal behaviors.
26

 As noted in 

Goodman and colleagues 2012 article, NSCs 

have no empirical support
27

 and may even 

hamper communication between suicidal 

patients and their clinicians as the patient may 

be afraid to share information about harming 

themselves (i.e., breaking the contract).
26

 

Conversely, SSP facilitates the conversation of 

suicidality between the patient and provider. 

5 Treatment 

5.1 Psychotherapy 

There are several different types of 

psychotherapies that have emerged to treat 

suicidality in patients with BPD. The largest 

evidence base exists for Dialectical Behavioral-

Therapy (DBT).
8, xxxvii-xxxviii

 DBT is an 

evidence-based treatment developed to teach 

mindfulness, interpersonal effectiveness, 

distress tolerance and emotion regulation, 

particularly in those with BPD.
8, 28

 However, 
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while DBT is effective in treating many 

symptoms of BPD, there have been mixed 

results regarding its success in treating 

suicidality.
29-32 

In a landmark paper by Linehan 

and colleagues in 2006, results suggested that 

when compared to treatment by experts, those 

in DBT required less hospitalizations and were 

half as likely to attempt suicide. Attempts and 

self-injurious acts were also less lethal/harmful 

if the participant was in DBT.
xxxix

 However, in 

more recent studies, little to no difference has 

been found in suicidal behavior when 

comparing DBT to Treatment-as-Usual. 
29, xl-xli

 

It has been theorized that since DBT groups 

discourage openly discussing suicide 

prevention in group sessions,
xlii

 this may 

contribute to these mixed results.   

In some cases, DBT has been 

effectively combined with other therapies to 

treat patients with suicidality and co-morbid 

psychiatric diagnoses.
xliii

 For instance, as 47-

57% of those with BPD have co-occurring Post 

Traumatic Stress Disorder,
xliv

 Prolonged 

Exposure (PE) for PTSD has had moderate 

effect sizes in decreasing suicidality when 

combined with DBT for suicidal, BPD 

patients.
34

 This intervention consists of 

individual DBT, DBT groups, and PE induvial 

therapy. During PE, DBT skills are used to help 

manage distress and emotional reactions.
34 

Another skills group developed to target 

suicide is “Project Life Force” (PLF), a novel 

suicide safety planning group intervention has 

been designed to fill the critical gap in 

treatment for suicidality and provide a 

mechanism to develop and enhance the SSP 

over time. PLF, a 10-session, manualized, 

group psychotherapy intervention, combines 

emotion regulation training and 

psychoeducational approaches, to enhance SSP 

development and implementation. While PLF 

has yet to be researched in a BPD-only 

population, in the pilot study of PLF about 50% 

of participants were diagnosed with BPD. Of 

those that had BPD, suicidal ideations 

significantly decreased after completion of PLF 

(M. Goodman, personal communication, 

September 3, 2018).  

Another psychotherapeutic approach to 

suicidality and BPD is Collaborative 

Assessment and Management of Suicidality 

Treatment (CAMS).
xlv

 CAMS is a flexible, 

suicide specific, “therapeutic framework” that 

emphasizes collective assessment, and 

treatment planning.
36-xlvi

 The suicidal patient 

helps develop the treatment plan with their 

clinician, which not only improves the 

therapeutic relationship, but also increases 

treatment motivation.
37

 One study found 

CAMS to be as effective as DBT in treating 

NSSI or suicidality.
36

  

An additional psychotherapy used to 

treat suicidality and BPD is Abandonment 

Psychotherapy (AP), a manualized treatment 
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that targets fears of abandonment, a core 

symptom of BPD.
xlvii

 AP examines difficulties 

in romantic relationships (i.e., disappointed 

love) that are often related to suicide attempts, 

meeting twice a week over a three-month 

period.
38

 Recent research on AP suggest that 

those with BPD participating in this cognitive 

psychodynamic intervention had significantly 

less suicidal ideation.
38 

They also had fewer 

suicide attempts compared to Treatment-as-

Usual, but this difference did not reach 

significance. Therefore, further research is 

needed on the efficacy of this intervention.  

Lastly, Mentalization Based Therapy 

(MBT) was developed for patients with BPD 

and has been shown to decrease suicidality.
xlviii

 

Mentalization is the ability for one to 

understand the mental states of themselves and 

others.
39

 The ability mentalize is often severely 

impaired in BPD, and this stress can even 

progress to suicidal thoughts and behaviors.
39

 

As such, the ability to mentalize can make 

patients feel less hypersensitive to perceived 

reactions, make them feel less likely to act out 

on impulse, and make their experiences more 

bearable.
39

  

5.2 Involving Others in Treatment  

In addition to mental health providers, 

families can play a critical role in BPD 

treatment and suicide prevention. Family 

members are often the first responders to crisis, 

but frequently do not feel equipped with skill to 

manage these situations.
xlix

 To address this 

need, a manualized, peer led, evidence-based, 

skills training support program called Family 

Connections (FC), was developed to provide 

psychoeducation, social support, and coping 

skills to families of BPD patients.
l-li

 FC 

decreases family members’ burden, grief, and 

depression, while increasing their mastery and 

empowerment.
40-41

 Additionally, BPD patients 

display less difficulty with emotional 

dysregulation and distress when family 

members completed the program.
lii

 

Recently, FC has been adapted to 

specifically target families of individuals who 

have had a suicide attempt (P. Hoffman, 

personal communication, September 9, 2018). 

This novel, transdiagnostic, adaptation of FCs 

focuses on suicidality and self- injury providing 

education, skills training and a support network 

for family impacted by suicidal behaviors (P. 

Hoffman, personal communication, September 

9, 2018). Research suggests that suicidal teens 

report feeling more validated after their parents 

complete standard FCs and therefore this novel 

intervention may signify a crucial net step in 

suicide prevention efforts.
liii

 

Safe Actions for Families to encourage 

recovery (SAFER) is another intervention 

currently being developed for families and 

suicidal patients. SAFER aims to improve 

caregiver burden and coping while reducing 

patients’ suicidality through a manualized dyad 
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treatment focused around the SSP (M. 

Goodman, personal communication, September 

3, 2018).  

5.3 Medication 

 Historically, various psychiatric 

medications have been used to target suicidality 

in psychiatric patients.
liv

 Most empirical 

support of medications to treat suicidality are 

for lithium in affective illness.
lv-lvi

 and 

clozapine in schizophrenia.
lvii

 The use of these 

medications has been extrapolated to treat 

suicidality in BPD patients with mixed 

results.
lviii

 Antidepressants (e.g., SSRIs) are also 

utilized regularly, but there is a paucity of 

support for the efficacy of these medication on 

suicide in the BPD population.
lix

  

More recent research has explored the 

use of low doses of the opioid buprenorphine to 

treat suicidality. In a recent 2016 study by 

Yovell and colleagues, in which more than half 

the patients had BPD, patients given 

buprenorphine exhibited a significant decrease 

in suicidal ideation.
lx
 Of note, this effect was 

not specific to BPD patients, but rather was 

found across all study patients.
51

 Additionally, 

ketamine has also shown positive effects in 

treating suicidality amongst mood disordered 

patients,
lxi

 but at this point no research has 

explored this relation in patients with BPD 

specifically.
lxii

 

While there is some support for the use 

of medication in the treatment of suicidality for 

other psychiatric diagnoses, data are limited for 

the use of medications for suicidality in BPD 

and further study is needed in this high-risk 

group. Psychotherapy appears to have a more 

robust evidence base and is considered first 

line. Additionally, the use of medication to 

target comorbid psychiatric disorders is also 

supported.
lxiii

  

6 Conclusions 

This review suggests there are several 

well-established modifiable and non-modifiable 

risk factors for suicide across diagnoses and 

several risk factors have been identified 

specially in BPD. These include: negative child 

interactions with family, NSSI, sleep, drugs, 

hallucinations, and more. Furthermore, patients 

with BPD often make suicidal gestures and 

have multiple attempts before they complete 

suicide; however, unsuccessful attempts do not 

suggest low desire to die by suicide.
22

 But there 

is little research on protective factors to prevent 

suicide in BPD patients. Further research into 

protective factors for BPD is needed and may 

be helpful to better facilitate treatment of 

suicidality in this population.  

When examining treatment for suicide 

in BPD, SSPs are considered standard practice, 

but NSCs are discouraged.
26

 In the past six 

years there have several psychotherapeutic 

treatments that have been proved to be 

efficacious in decreasing suicidality in BPD. 

8,28,34,36,38
 Further, new treatments are also being 
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further developed to fill gaps in research 

surrounding supporting family members in care 

of a BPD relative.
41

 While some support exists 

for the use of medication in the treatment of 

suicidality in other psychiatric illnesses 
47-48

 

limited evidence exists for the use of 

medication for suicidality in BPD. Rather, 

evidence supports the treatment of psychiatric 

comorbidities and psychotherapy.
54

  

An updated list of helpful resources 

for treatment of suicidality in individuals 

with BPD and their families can be found in 

Table 2.  

 

Table 2: Helpful Resources Regarding BPD Patients Most at Risk For Suicide & Their 

Families 

Resource For Patients For Families 

Podcast on Awareness, Support and Understanding of 

BPD (https://rethinkbpd.org/) 

X  

Awareness, Support, and Treatment Resources for 

Sufferers of BPD and Their Families 

(http://www.tara4bpd.org/) 

X X 

NIMH: Overview of Signs, Risk Factors, and 

Treatments 

(https://www.nimh.nih.gov/health/topics/borderline-

personality-disorder/index.shtml) 

X  

Family Connections Program 

(https://www.borderlinepersonalitydisorder.com/family-

connections/) 

X X 

Helping Residents Cope with a Patient Suicide 

(https://www.psychiatry.org/residents-medical-

students/residents/coping-with-patient-suicide) 

X  

NICE Guidelines: BPD Recognition and Management 

(https://www.nice.org.uk/guidance/CG78) 

X  
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