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Because of the many changes in
psychiatric health care in re-
cent years, particularly shorter

hospitalization and fewer beds, psy-
chiatric emergency service visits have
increased substantially. Return visits
are considerably more frequent (1,2).
Patients with borderline personality
disorder are regular users of psychi-
atric emergency services and con-
sume high levels of health care and
social resources (3). They may pres-
ent a broad spectrum of symptoms,
such as severe behavioral dyscontrol,
impulsive aggression, self-mutilation,
psychosis-like symptoms, intense
anger, and depression. Although
crises are usually short-lived and re-
solve quickly, they tend to be severe.
They are therefore often difficult to
manage, and clinical and medicolegal
complications may arise (4). An emer-
gency unit clinician needs to make
two decisions concerning these pa-
tients: first, whether hospitalization is
required, and second, what medica-
tion, if any, should be prescribed.

There is no consensus in the liter-
ature about indications for hospital-
ization of patients with borderline
personality disorder who are having
a psychiatric emergency. The Ameri-
can Psychiatric Association (APA)
2001 Practice Guideline for the
Treatment of Patients With Border-
line Personality Disorder (5) recom-
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Objective: This study aimed to determine factors associated with hospi-
talization and decisions to prescribe psychotropic medication for pa-
tients with borderline personality disorder seeking care at psychiatric
emergency units. Methods: A total of 11,578 consecutive visits were re-
viewed over a four-year period at a psychiatric emergency service in a
tertiary hospital in Spain. Some patients were repeat visitors. Data col-
lected included sociodemographic, clinical, social, and therapeutic in-
formation and the Severity of Psychiatric Illness (SPI) score. Results:
Borderline personality disorder was the diagnosis in 1,032 of the visits
(9%) to the emergency department, which corresponded to 540 individ-
uals. Of these visits, 11% required hospitalization. Multivariate statisti-
cal logistic regression analysis showed that the decision to hospitalize
was associated with risk of suicide, danger to others, severity of symp-
toms, difficulty with self-care, and noncompliance with treatment. The
decision to prescribe benzodiazepines was related to male sex, anxiety as
the reason for seeking care, little difficulty with self-care, few medical or
drug problems, and housing instability. Factors related to the prescrip-
tion of antipsychotics were male sex, risk of endangering others, and psy-
chosis as the reason for the visit. Factors associated with the prescription
of antidepressants were depression as the reason for seeking help and
little premorbid dysfunction. Conclusions: Patients with borderline per-
sonality disorder had greater clinical severity, but the percentage of hos-
pitalizations was lower than for patients without the disorder. Although
a psychiatric emergency service is not the ideal setting to initiate phar-
macotherapy, in practice, psychiatrists often prescribe medications in
this setting. The SPI was a good tool to assess the severity of illness of
these patients. (Psychiatric Services 58:1199–1204, 2007)
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mends indications for brief hospital-
ization when patients present an im-
minent danger to others, lose control
of suicidal impulses or make a seri-
ous suicide attempt, have transient
psychotic episodes, and have symp-
toms of sufficient severity to inter-
fere with functioning. If the APA
guideline recommendations are ap-
plied, most patients with borderline
personality disorder who visit psychi-
atric emergency services would re-
quire hospital admission, but in real-
ity, very few patients are actually
hospitalized. Furthermore, some au-
thors, such as Linehan (6) and Paris
(7), believe that hospitalization can
be regressive, harmful, and counter-
therapeutic.

The second controversial question
is whether psychiatrists should pre-
scribe medications for patients with
borderline personality disorder in a
psychiatric emergency service set-
ting. The APA guidelines emphasize
that pharmacological treatment for
these patients is symptom specific.
However, these patients tend to have
multiple symptoms that may lead to
unlimited combinations of psy-
chotropic medications (8). Zanarini
and colleagues (9) found that 40% of
these patients were taking three or
more concurrent medications and
that 20% were taking four or more.
In the emergency room, patients
with borderline personality disorder
in crisis frequently need rapid, effec-
tive pharmacological treatment to
control the situation and to decrease
the risk of aggression to self and oth-
ers. The aims of psychiatric emer-
gency service interventions are to
treat acute clinical problems (by ad-
ministering anxiolytic or antipsy-
chotic medication), modify existing
drug regimens (such as dosage ad-
justment), and initiate long-term
pharmacotherapy.

No empirical studies or clinical tri-
als have been performed to investi-
gate factors associated with clinicians’
decisions to hospitalize patients with
borderline personality disorder after
they receive psychiatric emergency
services or to prescribe psychotrop-
ics. The aims of this study were there-
fore to determine the factors associat-
ed with clinicians’ decisions concern-
ing these issues.

Methods
We evaluated a total of 11,578 con-
secutive visits over a four-year period,
from January 2002 to January 2006, to
the psychiatric emergency services of
a university general hospital in
Barcelona, Spain. This emergency
service provides 24-hour care and,
over the four-year study period, a to-
tal of ten attending psychiatrists had
participated in the initial evaluation
and treatment of the patients. Writ-
ten consent to participate was not ob-
tained, as data were taken from the
routine admissions database, but the
main principles outlined in the Dec-
laration of Helsinki were followed.
The study was approved by the Clini-
cal Research Ethics Committee at
Hospital del Mar.

We prospectively studied all visits
according to a routine computerized
protocol that comprised demographic
and clinical information. Some of the
patients included in the study had
had more than one emergency psy-
chiatric referral during the study peri-
od, but the unit of analysis we used
was the episode of care and not the
individual. Sociodemographic data
included age, gender, country of ori-
gin, and social status. Clinical charac-
teristics included reason for seeking
care (grouped into six categories: psy-
chosis, anxiety, depression, disruptive
behavior, drug use, or other), referral
source (self-referrals, ambulance, po-
lice, or other), previous psychiatric
history, previous contact with mental
health services, substance abuse or
dependence, diagnosis, and current
pharmacological treatment. Interven-
tional data included hospitalization,
referral to outpatient mental health
services, and pharmacological pre-
scription. Pharmacological treatment
status at arrival and further medica-
tion prescribed at psychiatric emer-
gency services were systematically
recorded as of January 2003. Only the
most frequently prescribed classes of
medications were registered: antide-
pressants, benzodiazepines, and an-
tipsychotics (both typical and atypi-
cal). Medication adjustments at psy-
chiatric emergency services were not
collected.

Each psychiatric emergency serv-
ice referral received a DSM-IV diag-
nosis. Because patients can have

more than one psychiatric diagnosis,
we grouped the major mental disor-
ders into six categories: psychotic, af-
fective, anxiety, drug abuse, personal-
ity disorders (including borderline
personality disorder), and other axis I
disorders. For the purpose of this
study, we divided the sample into two
groups: patients with borderline per-
sonality disorder and patients without
borderline personality disorder.

The severity of illness was assessed
by the Spanish version of the Severity
of Psychiatric Illness (SPI) scale
(10,11). It was developed as a patient-
level decision support tool to assess
the need for services and specialty in-
patient care on the basis of the pa-
tient’s clinical and social factors. It is a
clinician-administered rating scale
consisting of 12 items that are scored
on a 4-point scale that ranges from 0,
absent, to 3, high severity. The items
are suicide risk, danger to others,
severity of symptoms, difficulty with
self-care, medical problems, drug
problems, job problems, family dis-
ruption, home instability, treatment
compliance, family involvement, and
premorbid dysfunction. The SPI was
completed at the end of the emer-
gency visit with all possible informa-
tion (patients, family, and clinical
records). All psychiatric emergency
staff had attended an SPI training
program.

Data were analyzed with the SPSS
software package (version 12.0).
Some of the patients included in the
study had had more than one emer-
gency psychiatric visit, but the unit of
analysis we used was each episode of
care rather than the individual. All
hypotheses were tested with a two-
tailed significance level of .05. Demo-
graphic, clinical, and service use char-
acteristics of patients with borderline
personality disorder and patients
without borderline personality disor-
der were compared by chi square
tests for categorical variables and Stu-
dent’s t tests for continuous variables.
SPI items were compared between
the two groups by the nonparametric
Mann-Whitney U test. Factors associ-
ated with hospitalization and the de-
cision to prescribe medication for pa-
tients with borderline personality dis-
order were examined by multivariate
logistic regression analysis. Univariate

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ September 2007   Vol. 58   No. 911220000

pas.qxd  8/20/2007  12:59 PM  Page 1200



analyses were conducted with vari-
ables potentially associated with these
decisions. These variables were age,
gender, immigrant status, previous
psychiatric history, previous contact
with outpatient mental health servic-
es, substance use, dual diagnosis for a
co-occurring psychiatric and sub-
stance use disorder, reason for refer-
ral, and SPI items. Candidate vari-
ables were chosen a priori as an initial
step toward screening for subsequent
entry into a multivariate logistic re-
gression model. Resultant associa-
tions that achieved a significance lev-
el of p<.10 were retained for entry
into the final regression model. In ad-
dition, variables that were nonsignifi-
cant were screened as potential con-
founding variables.

Results
Of 11,578 consecutive visits to the
psychiatric emergency services, 1,032
(9%) involved a diagnosis of border-
line personality disorder. During the
study period, some of the patients
had more than one emergency psy-
chiatric referral. Thus the total num-
ber of different individuals with bor-
derline personality disorder in this
sample was 540. Table 1 summarizes
demographic and clinical characteris-
tics and shows differences between
patients with borderline personality
disorder and those without the disor-
der. In comparison with patients
without borderline personality disor-
der, patients with the disorder were
younger, more likely to be female,
and less likely to be immigrants. Drug
use and dual diagnosis were more
common among the patients with
borderline personality disorder, and
most had a previous psychiatric histo-
ry and previous contact with outpa-
tient mental health services. Patients
with borderline personality disorder
were more frequently brought to the
psychiatric emergency service by am-
bulance, the principal reason being
referral for disruptive behavior (in-
cluding impulsive aggression or self-
mutilation). The percentage of hospi-
talization of patients with borderline
personality disorder was lower than
for patients without borderline per-
sonality disorder.

Differences in SPI scores showed
that patients with borderline person-

ality disorder had a higher total score
of severity (11.62 versus 8.97 out of
36 points, p<.001), higher risk of sui-
cide (.79 versus .41, p<.001), and
greater danger to others (.53 versus
.36, p<.001) than patients without
borderline personality disorder. Both
groups had similar levels of severity of
symptoms and self-care ability. Pa-
tients with borderline personality dis-
order had fewer medical problems
(.37 versus .59, p<.001) but more
drug (1.06 versus .73, p<.001), job
(.99 versus .71, p<.001), and family
problems (1.66 versus 1.12, p<.001).

Factors associated with 
the decision to hospitalize
The rate of hospitalization was lower
among patients with borderline per-
sonality disorder than among patients
without the disorder. In the group of
patients with borderline personality
disorder, we analyzed the variables
that predicted the decision to hospi-
talize. Table 2 shows the candidate
variables that were chosen as an ini-
tial step toward screening for subse-

quent entry into a multivariate logis-
tic regression model of hospitaliza-
tion. Patients with borderline person-
ality disorder who required admission
were more likely to have had a previ-
ous psychiatric history, previous con-
tact with psychiatric services, greater
risk of suicide or being a danger to
others, higher levels of severity of
symptoms, less self-care ability, rea-
sons for referral other than anxiety,
more medical problems, family dis-
ruption, home instability, premorbid
dysfunction, and greater noncompli-
ance with treatment.

Table 3 shows the final logistic re-
gression model. Independent signifi-
cant predictors of the decision to hos-
pitalize were greater risk of suicide,
being a danger to others, highly se-
vere symptoms, difficulty with self-
care, and lack of treatment compli-
ance. The decision to hospitalize was
less likely for patients whose reason
for referral was anxiety. The receiver
operator characteristic analyses ac-
cording to the final logistic regression
model show that the area under the
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Demographic and clinical characteristics of 11,578 emergency visits with and
without borderline personality disorder

With the disorder Without the disorder
(N=1,032) (N=10,546)

Variablea N % N % p

Female 653 63 5,430 51 .001
Immigrant 82 8 1,447 14 .001
Previous psychiatric history 983 95 8,158 77 .001
Previous mental health 

service contact 928 90 7,391 70 .001
Drug use 349 45 2,161 28 .001
Dual diagnosisb 310 40 1,417 19 .001
Referral source

Self 435 42 5,920 56 .001
Ambulance 467 45 3,532 33 .001
Police 28 3 263 2 .664
Other 100 10 819 8 .023

Reason for referral
Depression 124 12 2,126 20 .001
Anxiety 222 21 2,951 28 .001
Psychosis 11 1 1,060 10 .001
Disruptive behavior 286 28 1,424 13 .001
Drug abuse or

dependence 53 5 934 9 .001
Other 336 33 2,050 19 .001

Hospitalization 119 11 1,796 17 .001

a Mean±SD age was 31.3±9.0 for patients with borderline personality disorder and 41.1±15.6 for
patients without the disorder (p=.001, by t test). All other variables were tested by chi square test
(df=1).

b Co-occurring psychiatric and substance use disorders
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curve obtained was .88 (p<.001, 95%
confidence interval=.85–.91).

Factors associated with the 
decision to prescribe medications
On arrival at the emergency service,
356 patients (46%) with borderline
personality disorder were taking anti-
depressants, 349 (45%) benzodi-
azepines, and 217 (28%) antipsy-
chotics. Further medications pre-
scribed at psychiatric emergency
services were benzodiazepines for
162 patients (21%), antipsychotics for
141 patients (18%), and antidepres-
sants for only 42 patients (5%).

Table 3 presents the final logistic
regression model concerning the de-
cision to prescribe benzodiazepines,
antipsychotics, or antidepressants.
Patients with borderline personality
disorder who required benzodi-
azepine prescription were more like-
ly to be men, with less severe symp-

toms, greater self-care ability, and
fewer medical, drug, and family
problems. The main reason for refer-
ral was anxiety. Disruptive behavior,
drug use, or “other causes” were less
frequent. In the final logistic regres-
sion model, independent significant
predictors of prescription of benzodi-
azepines were being male, less diffi-
culty with self-care, fewer medical
and drug problems, greater home
stability, and anxiety as the reason for
referral.

Patients with borderline personali-
ty disorder who required antipsychot-
ic prescription were more likely to be
men, with higher drug use, greater
risk of danger to others, less self-care
ability, and psychosis as the main rea-
son for referral. Independent signifi-
cant predictors were male gender,
higher risk of danger to others, and
psychosis as the most frequent reason
for referral.

Variables that were significant pre-
dictors of the need for antidepres-
sants were female gender, less drug
abuse, more family disruption, more
premorbid dysfunction, and depres-
sive symptoms as the main reason for
referral. Independent significant
predictors for antidepressant pre-
scription were depression as the rea-
son for referral and less premorbid
dysfunction.

Discussion
To our knowledge, this is the first
study to empirically assess factors as-
sociated with decisions to hospitalize
and prescribe medication for patients
with borderline personality disorder
in a psychiatric emergency service
setting. We found that in 9% of psy-
chiatric emergency service visits, bor-
derline personality disorder was the
diagnosis. In comparison with pa-
tients without borderline personality
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Univariate relationship between demographic and clinical characteristics, Severity of Psychiatric Illness scores, and 
hospitalization after emergency visits for patients with borderline personality disorder

Hospitalization Discharge
(N=119) (N=913)

Variablea N % N % p OR 95% CI

Female 79 66 574 63 .454 1.16 .77–1.74
Immigrant 5 4 77 8 .108 .47 .18–1.20
Previous psychiatric history 117 98 866 95 .094 3.17 .76–13.24
Previous mental health service contact 113 95 815 89 .052 2.26 .97–5.28
Drug abuse or dependence 39 42 310 46 .555 .87 .56–1.36
Dual diagnosisb 35 38 275 41 .694 .91 .58–1.43
Reason for referral

Depression 19 16 105 11 .159 1.46 .86–2.48
Anxiety 10 8 212 23 .001 .30 .15–.59
Psychosis 1 1 10 1 .799 .76 .09–6.03
Disruptive behavior 37 31 249 27 .381 1.20 .79–1.82
Drug abuse or dependence 6 5 47 5 .961 .97 .40–2.34
Other 46 39 290 32 .131 1.35 .91–2.00

Severity of Psychiatric Illness measurec

Suicide risk≥2 70 59 82 9 .001 14.33 9.32–22.03
Danger to others≥1 77 65 341 38 .001 3.03 2.03–4.52
Severity of symptoms≥2 107 90 522 58 .001 6.52 3.54–12.02
Self-care ability≥1 109 92 510 56 .001 8.44 4.36–16.34
Medical problems≥2 77 65 341 37 .007 2.04 1.20–3.48
Drug problems≥2 48 40 324 36 .334 1.21 .82–1.79
Job problems≥2 41 34 277 31 .394 1.19 .79–1.78
Family disruption≥2 91 76 519 57 .001 2.39 1.53–3.73
Home instability≥2 29 25 157 17 .056 1.55 .98–2.43
Treatment compliance≥3 15 13 21 2 .001 6.07 3.03–12.14
Family involvement≥2 36 30 251 28 .570 1.12 .74–1.75
Premorbid dysfunction≥2 81 68 513 57 .018 1.62 1.08–2.44

a Mean±SD age was 32.3±8.0 for patients with borderline personality disorder and 31.2±9.2 for patients without the disorder (p=.226, OR=1.01, 95%
CI=.99–1.03). All other comparisons were by chi square test (df=1).

b Co-occurring psychiatric and substance use disorders
c Possible item scores range from 0, absent, to 3, high severity.
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disorder, this group was younger and
more likely to be female, and sub-
stance use disorder and dual diagno-
sis were more common. Our findings
indicate that most of these patients
had a history of psychiatric problems
and previous contact with outpatient
mental health services. On the SPI
rating scale, patients with borderline
personality disorder had the highest
total score of severity, greater risk of
suicide and danger to others, and
fewer medical problems but more
drug, job, and family problems.

Two main findings emerged from
this study. First, although patients
with borderline personality disorder
had greater clinical severity and more
social problems, the percentage of
hospitalizations was lower than for
patients without borderline personal-
ity disorder. A possible explanation
for this may be that the emergency
clinician often considers that the
crises tend to resolve within a short
period, that hospitalization in a con-
ventional unit is not helpful for these
patients, or that these patients can be
potentially disruptive to hospital
units. In practice, the clinician gener-
ally prefers outpatient treatment or
partial hospitalization. The factors as-
sociated with the decision to hospital-
ize were risk of suicide, danger to oth-
ers, severe symptoms, difficulty with
self-care, and lack of compliance with
treatment. Hospitalization was less
frequent if the reason for referral was
anxiety. In contrast with APA practice
guidelines (5,12), psychotic symp-
toms were not an indication for hos-
pitalization; in only 11 of 1,032 visits
(1%) were patients with borderline
personality disorder referred for psy-
chotic symptoms, and hospitalization
was required in only one instance. On
the other hand, our results were con-
sistent with these guidelines to con-
firm the other three indications for
brief hospitalization: imminent dan-
ger to others, loss of control of suici-
dal impulses or serious suicide at-
tempt, and symptoms of sufficient
severity to interfere with functioning
(greater severity of symptoms and
less self-care ability). Furthermore,
we found that lack of compliance in-
dependently predicted admission. Al-
though lack of treatment compliance
could reflect nonacceptance of need

for help, it might also be influenced
by the compulsory hospitalization
laws or the mental health system in
each country (13).

The second finding of note is that,
although a psychiatric emergency
service is not the best setting in
which to initiate pharmacotherapy, in
practice, psychiatrists frequently pre-
scribe medications for patients with
borderline personality disorder in
emergency units. In our study, a ma-
jority of patients with borderline per-
sonality disorder were receiving
pharmacological treatment when
they were referred to the psychiatric
emergency service. Previous studies
also indicate that these patients are
prescribed a greater number of psy-
chotropic medications than patients
without borderline personality disor-
der (8,14). As for the medications
newly prescribed in the psychiatric
emergency service setting, in 21% of
visits clinicians initiated treatment
with benzodiazepines and in 18%
with antipsychotics to treat acute
clinical problems.

We analyzed the factors associated
with the clinician’s decision to pre-
scribe either anxiolytic or antipsy-
chotic medication. Benzodiazepines
were chosen for patients with less
clinical severity, when the reason for
referral was anxiety and when there
was less difficulty with self-care and
fewer medical and drug problems.
Nevertheless, antipsychotics were
prescribed more often to male pa-
tients and were associated with high-
er risk of danger to others, less self-
care ability, higher drug use, and
psychosis as the reason for referral.
Although antipsychotics were usual-
ly reserved for higher clinical severi-
ty, recent studies suggest that sec-
ond-generation antipsychotics, such
as olanzapine or ziprasidone, are a
useful and safe treatment for pa-
tients with borderline personality
disorder in acute exacerbations
(4,15). These medications are
thought to improve mood and anxi-
ety symptoms and reduce impulsive
and aggressive behaviors (16). Final-
ly, for only 5% of patients was treat-
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Logistic regression models of the decision to hospitalize and prescribe medication
(benzodiazepines, antipsychotics, or antidepressants) for patients with borderline
personality disorder who visited a psychiatric emergency service

Variable B OR 95% CI p

Decision to hospitalize (1,032 visits)
Reason for referral: anxiety –.915 .40 .19–.83 .015
Severity of Psychiatric Illness measurea

Suicide risk≥2 2.335 10.33 6.38–16.71 .001
Danger to others≥1 .939 2.55 1.59–4.11 .001
Severity of symptoms≥2 1.188 3.28 1.67–6.40 .001
Self-care ability≥1 1.638 5.14 2.54–10.39 .001
Treatment compliance≥3 1.505 4.50 1.89–10.69 .001

Benzodiazepine treatment (775 visits)
Gender (female) –.651 .52 .35–.76 .001
Reason for referral: anxiety  1.329 3.77 2.52–5.66 .001
Severity of Psychiatric Illness measure

Self-care ability≥1 –.495 .61 .42–.88 .009
Medical problems≥2 –.999 .36 .15–.88 .026
Drug problems≥2 –.539 .58 .38–.88 .010
Home instability≥2 –.714 .49 .27–.87 .015

Antipsychotic treatment (775 visits)
Gender (female) –.45 .63 .43–.94 .024
Danger to others≥1a .727 2.07 1.39–3.06 .001
Reason for referral: psychosis 1.929 6.88 1.64–28.90 .008
Reason for referral: others –.561 .57 .37–.877 .011

Antidepressant treatment (775 visits)
Reason for referral: depression 1.115 3.04 1.38–6.72 .006
Premorbid dysfunction≥2a –.799 .45 .23–.85 .014

a Severity of Psychiatric Illness scale measure. Possible item scores range from 0, absent, to 3, high
severity.

pas.qxd  8/20/2007  12:59 PM  Page 1203



ment initiated with antidepressants.
The psychiatric emergency service is
probably not the most suitable set-
ting to initiate long-term de novo
pharmacotherapy for patients with
borderline personality disorder, and
this decision should be made by the
patient’s regular psychiatrist.

Another consideration raised by
these data is that the SPI scale was a
good tool for assessing severity of ill-
ness in a psychiatric emergency serv-
ice for patients with borderline per-
sonality disorder, and it predicted a
large proportion of hospitalization
decisions. Moreover, social factors
may influence clinicians’ decisions
with patients with borderline per-
sonality disorder, and the SPI is
based on the patient’s clinical and so-
cial characteristics.

This study has some significant lim-
itations. First, psychiatric diagnosis
was limited to the information avail-
able at the emergency service, be-
cause a complete history or struc-
tured interview is not usually feasible
in this setting. However, 95% of pa-
tients with borderline personality dis-
order had a previous psychiatric his-
tory and a previous DSM-IV diagnosis
in outpatient mental health services.
Moreover, prior studies indicate a
high reliability among diagnoses
made by psychiatric emergency serv-
ice clinicians (17). Second, comorbid
diagnoses other than substance abuse
or dependence may also bear on the
clinician’s decision, and we did not
analyze these in our study because
every psychiatric emergency service
visit received only one principal diag-
nosis. It is possible that patients diag-
nosed as having an affective, anxiety,
or drug abuse disorder were also pa-
tients with borderline personality dis-
order. Third, most patients with bor-
derline personality disorder in our
sample were currently taking phar-
macological treatment, and these
medications may have influenced
psychiatric emergency unit prescrip-
tion decisions. Information concern-
ing adjustment of previous medica-
tion was not collected. Finally, other
factors that were not investigated
could influence the decision-making
process; these include the mental
health service system, restrictions on
the criteria for inpatient hospitaliza-

tion, and difficulties with outpatient
mental health follow-up.

The findings of this study reflect
practice patterns from a single urban
emergency unit in Spain, and their
generalization to other institutional
settings and other countries may be
limited. The study design did not ex-
amine the possible benefits of the
clinical decisions, and therefore, rec-
ommendations cannot be made.

Conclusions
Our findings indicate that although
patients with borderline personality
disorder had more clinical severity
than patients without the disorder,
the percentage of hospitalizations was
lower. The decision to hospitalize was
associated with risk of suicide, danger
to others, severity of symptoms, diffi-
culty with self-care, and noncompli-
ance with treatment. The decision to
prescribe benzodiazepines was relat-
ed to being a male patient, anxiety as
the reason for seeking care, little dif-
ficulty with self-care, few medical or
drug problems, and home instability.
Factors related to the prescription of
antipsychotics were being male, risk
of endangering others, and psychosis
as the reason for the visit. Factors as-
sociated with the prescription of anti-
depressants were depression as the
reason for seeking help and little pre-
morbid dysfunction.

This was a naturalistic study that
addressed actual practice at an emer-
gency service with respect to patients
with borderline personality disorder.
Future clinical research designed to
analyze the effect of clinicians’ deci-
sions is needed.
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