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Personality Disorder and Crisis
Stabilization
Her moods, sense of self, and relationships swing wildly from moment to moment.

T H E  S T O RY  I N  O N E  S E N T E N C E

Her moods, sense of self, and relationships swing wildly from moment to moment.

“Borderline personality disorder in crisis stems from a vulnerable brain emotion-regulation

circuit that was hurt by early rejection, invalidation, or trauma.”

Normal anatomy — the body's job

A healthy brain keeps your emotions in a manageable range, your sense of self steady, and your

view of other people balanced—even when stress or disappointment happens.

B O D Y ' S  J O B

The prefrontal cortex (the front part of the brain that plans and pumps the brakes on

feelings) talks to the amygdala (the alarm center deep in the brain that flags danger). The

prefrontal cortex calms the amygdala down when a threat turns out to be small. Serotonin

(a brain messenger that steadies mood) and other neurotransmitters keep this

conversation smooth. The result: you feel upset for a bit, then settle. You know who you

are. You trust that one argument won't destroy a relationship.

Stress or disappointment arrives (someone says no, you make a mistake, a friend cancels

plans).

Your amygdala fires an alarm: 'This is bad!'

Your prefrontal cortex checks the facts: 'Is this really dangerous, or just uncomfortable?'

If it's just uncomfortable, the prefrontal cortex tells the amygdala to quiet down.

Serotonin and GABA (the brain's main calming signal) carry the 'settle down' message.

Your heart rate drops. Your breathing slows. The emotion fades to a manageable level.

You keep a steady picture of yourself and the other person: 'I'm still me. They're still mostly

good. This moment doesn't define everything.'
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What breaks

The prefrontal cortex—the very part that's supposed to calm big feelings—never develops

properly when a child grows up in an invalidating or traumatic environment. Early and

repeated stress physically shrinks this brake region and leaves the amygdala on constant high

alert. The brain learns that emotions are overwhelming and people are unpredictable, so it

never builds the wiring for steady self-image or trust.

C L I N I C A L  T E R M

Prefrontal–limbic dysregulation: reduced prefrontal cortical volume and function

(especially dorsolateral and ventromedial regions) plus amygdala hyperreactivity.

Neurotransmitter abnormalities include low serotonin tone and altered endogenous opioid

response. Gene–environment interaction: heritable emotion-regulation vulnerability

amplified by childhood invalidation, neglect, or abuse. The resulting phenotype is affective

instability, identity disturbance, and interpersonal hypersensitivity.

How the body compensates

The body tries to manage unbearable emotions through short-term behavioral crutches—self-

harm for endorphin relief, splitting to simplify overwhelming ambiguity, and frantic efforts to

avoid abandonment. These strategies work just long enough to prevent total breakdown but

deepen the cycle and raise suicide risk.

{'what': 'Self-injury', 'why': "Cutting, burning, or hitting releases endorphins (the body's

natural painkillers) and briefly overrides emotional pain with physical sensation. It gives a

sense of control when feelings are chaotic. But it becomes a learned reflex and carries

infection risk, scarring, and accidental deeper injury."}

{'what': 'Splitting (all-good / all-bad thinking)', 'why': "When the prefrontal cortex can't hold

a nuanced view of people, the brain defaults to extremes: 'You're perfect' or 'You're

terrible.' This simplifies overwhelming ambiguity but destroys relationships when the

person inevitably disappoints and is suddenly 'all bad.'"}

{'what': 'Frantic efforts to avoid abandonment', 'why': 'The amygdala reads even neutral

cues (a delayed text, a tired look) as proof of abandonment. She calls repeatedly, threatens,

or clings. The effort is exhausting and often pushes people away—confirming her worst

fear.'}

{'what': 'Dissociation under peak stress', 'why': "When emotional pain exceeds the brain's

capacity, the circuit that anchors 'this is me in my body right now' shuts off. She feels

unreal, detached, or outside herself. It's a last-ditch circuit breaker to prevent total

overload, but it is terrifying and disorienting."}

1. 

2. 

3. 

4. 

M a ld ek Condition Catalog · Mental Health &amp; Substance Use

educational use only · not a substitute for clinical judgment page 2 of 17



{'what': 'Suicidal gestures and attempts', 'why': "Some are true attempts driven by

unbearable pain and hopelessness. Some are desperate signals: 'Please see how much I'm

suffering.' Both are dangerous—five to ten percent will die by completed suicide over their

lifetime. Every gesture must be taken seriously."}

{'what': 'Polypharmacy', 'why': 'Patients and providers reach for multiple medications

(antidepressants, mood stabilizers, antipsychotics, benzodiazepines) trying to calm

symptoms. No drug fixes the core emotion-regulation deficit. Overmedication brings side

effects, drug interactions, and false hope that a pill will solve what only skill-building

therapy can address.'}

Domino effect

A child grows up in an environment that invalidates, ignores, or punishes her emotions—or

worse, exposes her to abuse, neglect, or chaos. — The prefrontal cortex is still wiring up

during childhood. It needs a steady, validating environment to learn how to regulate

feelings. When that environment is absent or hostile, the brake circuits never develop

properly. The amygdala, getting no calming signal from above, stays on high alert. The

brain learns: 'Emotions are overwhelming. People are unpredictable. I can't trust anyone to

stay.'

Her prefrontal cortex remains weak, and her amygdala stays hyperreactive into adulthood.

— Chronic stress physically shrinks prefrontal gray matter and enlarges the amygdala.

Serotonin tone stays low. The result: she has no dimmer switch on feelings. Small stresses

trigger intense anger, fear, or emptiness that flood her completely.

Her sense of self becomes unstable—she doesn't know who she is or what she wants. — The

prefrontal cortex normally holds a steady narrative: 'This is me. These are my values. These

are my goals.' Without a working prefrontal brake, her self-image shifts with each emotion.

When she's angry, she's bad. When she's loved, she's good. There's no stable core to anchor

to.

She lives in terror that people will abandon her and scans every interaction for proof. —

Her hyperactive amygdala reads neutral cues—a delayed text, a distracted look—as threats.

The broken prefrontal cortex can't reality-check those alarms, so every small thing feels like

abandonment. She clings, demands reassurance, or lashes out pre-emptively.

She splits people into all good or all bad, flipping between the two in moments. — A healthy

brain holds contradictions: 'This person is mostly kind but sometimes frustrating.' Her

damaged prefrontal cortex can't do that nuanced math. Instead, she defaults to extremes.

When you're close, you're perfect. When you say no or disappoint her, you're suddenly all

bad. The flip is instant and total.
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She hurts herself—cutting, burning, hitting—to manage unbearable emotional pain. — Self-

injury releases endorphins, the body's natural painkillers, and replaces chaotic emotional

pain with controllable physical pain. It works in the moment, so the brain learns it as a go-

to tool. But it's dangerous (infection, scarring, accidental deep injury) and deepens shame

and isolation.

She makes suicidal gestures or attempts when the pain peaks. — Some gestures are cries

for help: 'Please see how much I'm suffering.' Some are true attempts to end unbearable

pain. The broken prefrontal cortex can't generate hope or plan a future, and low serotonin

removes the brake on impulse. Both types are life-threatening—five to ten out of every

hundred will die by completed suicide.

Under extreme stress, she feels unreal, detached from her body, or like she's watching

herself from outside. — This is dissociation: the brain's last-ditch circuit breaker. When

emotional pain exceeds capacity, the circuit that says 'this is me, right here, right now'

shuts off to prevent total system overload. It feels like being a ghost or watching a movie of

your own life. It's terrifying but protective—a way to survive unbearable moments by

disconnecting.

Symptoms · what the patient feels, and why

Frantic efforts to avoid real or imagined abandonment: Early attachment wounds—times

when caregivers were unpredictable or left emotionally—wire the amygdala (the brain's

alarm center that flags danger) to see separation as a life-or-death threat. The person will

beg, threaten, or cling to keep others close.

Unstable, intense relationships that swing between 'you're perfect' and 'you're the worst':

Splitting happens when the prefrontal cortex (the front of the brain that weighs pros and

cons) is overwhelmed by strong feelings from the amygdala. The person cannot hold both

good and bad in mind at once, so they flip all-or-nothing—loving someone one moment,

hating them the next.

Unstable sense of self—who I am, what I want, and what I believe change often: The sense

of self is built and held steady by connections between the prefrontal cortex and deeper

emotion centers like the anterior cingulate cortex (the brain's self-awareness hub). When

those circuits are weak or stormy, identity feels like shifting sand—goals, values, and even

career plans can change suddenly based on mood or who is nearby.

Impulsive behavior in at least two areas that can cause harm (spending, sex, substance use,

reckless driving, binge eating): Low serotonin (a brain messenger that steadies impulses

and mood) and an overactive reward circuit in the ventral striatum (driven by dopamine

surges) make it hard to pause before acting. The prefrontal cortex's brakes are weak, so

urgent feelings turn straight into action without weighing the cost.
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Recurrent suicidal behavior, gestures, threats, or self-harm (cutting, burning): Self-harm

releases endorphins (the body's natural pain-killers) that briefly numb unbearable

emotional pain. Suicidal thoughts spike when the person feels trapped, invisible, or like a

burden. Both are attempts to manage feelings the brain cannot soothe on its own.

Mood swings—irritability, anxiety, or sadness lasting hours to a few days: The limbic system

(the brain's emotion hub, especially the amygdala) fires intensely and the prefrontal cortex

cannot dial it down fast enough. External triggers—rejection, criticism, even a look—can

flip mood in minutes. Low GABA (the brain's main calming signal) makes the swings harder

to stop.

Chronic feelings of emptiness: When the brain's reward and meaning circuits in the ventral

tegmental area are underactive (low dopamine and serotonin), life feels flat and hollow, like

a room with no furniture. The person often tries to fill the void with risky behavior,

relationships, or substances.

Intense, hard-to-control anger or physical fights: The amygdala overreacts to perceived

slights, flooding the body with adrenaline and cortisol (the body's main stress hormone).

The prefrontal cortex, which normally pumps the brakes on rage, is overwhelmed, so anger

explodes before the person can think it through.

Stress-related paranoia or feeling detached from your body or reality (dissociation): Under

extreme stress, cortisol floods the brain and the hippocampus (the brain's memory and

context center) goes offline. The brain may shut off awareness—like flipping a circuit

breaker—to protect itself, leaving the person feeling numb, unreal, or watching themselves

from outside.

Focused exam

Mood swings every few minutes or hours—angry, then tearful, then panicky—all in one

conversation: In Borderline Personality Disorder, the prefrontal cortex (the front part of the

brain that pumps the brakes on big feelings) is smaller and fires more weakly than it

should. She cannot smooth out her emotions, so they spike and crash like a roller coaster.

Fresh cuts, burns, or scars on forearms, thighs, or wrists: Self-harm in Borderline

Personality Disorder is not a suicide attempt—it is an emergency brake. When feelings flood

too hard, hurting herself releases tension and feels like relief. This tells you her emotion-

control circuit is overwhelmed.

All-or-nothing talk about the same person: 'She is perfect' on Monday, 'She is evil' on

Wednesday (splitting): Borderline Personality Disorder damages the part of the brain that

blends good and bad into a realistic picture. She sees people as all good or all bad, never in

between. This drives relationship chaos and fear of being left.
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Suicide threat or self-harm right after a perceived rejection—even a missed text or a

canceled plan: Fear of abandonment is the core wound in Borderline Personality Disorder.

When she feels left behind, her brain's survival alarm (the amygdala, which flags danger)

fires like she is in mortal danger. A neutral event feels like the end of the world.

Feeling unreal, numb, or watching herself from outside her body during stress

(dissociation): When the stress-calming circuit overloads, the brain disconnects from the

body and emotions as a last-ditch protection. This tells you her prefrontal cortex has shut

down under the pressure.

Deep, empty loneliness; frantic efforts to avoid being alone, even staying in harmful

relationships: Borderline Personality Disorder wires the brain to feel abandoned too easily

and to panic without someone nearby. This drives the cycle of crises, clinging, and explosive

relationship patterns.

Diagnostics · every test answers a question

Urine drug screen (UDS) → Is substance use driving impulsivity, mood swings, or the crisis?

Comprehensive metabolic panel (CMP) including glucose, calcium, sodium, potassium,

creatinine, liver enzymes → Is a medical cause (low glucose, high calcium, liver failure,

kidney failure) mimicking mood swings or confusion?

Thyroid-stimulating hormone (TSH) → Is thyroid disease causing mood instability or

impulsivity?

Blood alcohol level → Is alcohol intoxication or withdrawal causing the crisis or clouding her

thinking?

Structured clinical interview using DSM-5-TR criteria for Borderline Personality Disorder (5

or more of 9 criteria present for longer than 1 year across many situations) → Does this

pattern of abandonment fear, unstable identity, impulsivity, mood swings, emptiness, anger

outbursts, self-harm, and dissociation fit Borderline Personality Disorder?

Columbia-Suicide Severity Rating Scale (C-SSRS) → Is there a current plan and intent to

die, or is this an impulsive gesture without lethal planning?

Treatment logic

Dialectical Behavior Therapy (DBT) for 12 or more months: weekly individual therapy,

weekly skills group (mindfulness, distress tolerance, emotion regulation, interpersonal

effectiveness), phone coaching for crises, and therapist team consultation → Teaches the

brain to tolerate distress without splitting into all-good or all-bad thinking. Strengthens the

prefrontal cortex's ability to pause and regulate when emotions flood. Reduces self-harm,

suicidal gestures, and relationship chaos by 50 to 70 percent in trials.
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SSRI (sertraline 50 to 200 mg daily or fluoxetine 20 to 60 mg daily) for 6 to 8 weeks, then

reassess mood swings and impulsivity → Raises serotonin (a brain messenger that steadies

mood and slows racing thoughts) to stabilize the brake pedal on emotions. Reduces the

frequency and intensity of mood swings. May reduce impulsive aggression.

Mood stabilizer (valproate 500 to 1500 mg daily or lamotrigine 100 to 200 mg daily) if

impulsivity and self-harm persist after SSRI trial → Slows the electrical noise in the brain

circuit that makes her act without thinking. Reduces self-injury urges and anger outbursts.

Lamotrigine also lifts depressive symptoms without triggering mania.

Low-dose atypical antipsychotic (aripiprazole 2 to 10 mg daily or olanzapine 2.5 to 10 mg

daily) only if brief psychotic symptoms or severe dissociation occur during crises →

Dampens dopamine (a brain messenger that drives intense thoughts and feelings) to reduce

the feeling of unreality and disconnection during acute stress. Helps her think clearly

enough to use coping skills.

Brief crisis hospitalization (3 to 7 days) only if active suicide plan with means and high

intent; discharge to intensive outpatient DBT immediately → Removes immediate lethal

danger and stabilizes her so she can return to therapy and community supports. Short stays

prevent learned helplessness and hospital dependence.

Coordinate social supports: stable housing, sleep hygiene plan (consistent bed and wake

time, no screens 1 hour before bed), substance-use treatment if needed, and validate her

emotional pain while setting clear, consistent boundaries on harmful behavior → Removes

the daily stress that floods her stress-brake circuit. Consistent routines and reliable adults

show her that people can be trustworthy—the opposite of her fear of abandonment. Sleep

deprivation worsens impulsivity and mood swings.

Medications

Dialectical Behavior Therapy (DBT) · First-line psychotherapy (not a

medication)

DBT is a type of talk therapy built for people who feel emotions very intensely and have trouble

riding them out without doing something they regret. It teaches four main skills. First,

mindfulness: paying attention to right now without judging yourself. Second, distress

tolerance: getting through a crisis without making it worse—like holding ice instead of cutting,

or using paced breathing when you want to scream. Third, emotion regulation: learning to

name what you feel, understand why it showed up, and cool it down before it takes over.

Fourth, interpersonal effectiveness: asking for what you need and saying no without burning

bridges or exploding. The therapist listens and says your pain is real (that is validation), but

also coaches you to try new ways to cope. Standard DBT runs once a week for at least a year,

with a skills group, plus phone coaching between sessions when a crisis hits. Over time, this
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repeated practice teaches your brain to pause between feeling and acting, so emotions feel

less like tsunamis and more like waves you can ride.

Every week in one-on-one sessions, you and the therapist walk through a recent crisis and

spot the thought or feeling that sparked the urge to act—maybe to hurt yourself, lash out,

or quit a relationship.

Skills training teaches you concrete steps to tolerate distress: hold ice in your hand, splash

cold water on your face, breathe slowly in a pattern, distract yourself with a puzzle or loud

music. The urge can pass without harm.

Phone coaching between sessions gives you real-time support when a crisis hits at home, so

you do not fall back into old patterns when no one is watching.

Over months and months, this practice strengthens the prefrontal cortex's control over the

amygdala, so the alarm does not hijack you as often. Emotions still come, but you can let

them pass instead of drowning in them.

S A F E T Y  WAT C H

At the start, you agree to a safety contract: you promise to call the therapist or a crisis line

before acting on any urge to hurt yourself or end your life. · If you miss four sessions in a

row or keep refusing to try the skills, standard DBT may pause until you re-commit. The

therapy only works if you show up and do the work. · Watch for burnout in the therapist,

family, or friends who are supporting you. This is hard work for everyone, and your support

team needs breaks and their own care too. · If you are actively hearing voices that are not

there (psychotic), so revved up you cannot sleep for days (acutely manic), or so drunk or

high you cannot focus, those crises need to be stabilized first before DBT can restart.

Mentalization-Based Therapy (MBT) · Second-line psychotherapy (not a

medication)

MBT helps you step back and think about what is going on in your own mind and in other

people's minds. When feelings run high, people with personality disorders often lose this ability

—you might assume everyone else is attacking you, or you cannot figure out why you feel so

desperate. MBT, done weekly for 12 to 18 months, teaches you to pause and wonder: What am

I feeling right now? Why might I be feeling this? What might the other person be thinking or

feeling? Then you test those guesses before reacting. This slows the jump from emotion to

action and makes relationships less explosive. You learn to hold two ideas at once—like 'I feel

hurt' and 'Maybe they did not mean to hurt me'—without spiraling into rage or despair.

The therapist asks you to describe a recent fight or crisis. Then they gently ask: What do

you think was going through your mind? What might the other person have been thinking?

What clues did you see?
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By practicing these questions over and over, you rebuild the habit of pausing before

assuming the worst. You learn that your first guess about someone's motive might be

wrong.

Over time, the prefrontal cortex and the brain's social-thinking circuits reconnect. You get

better at mentalizing—seeing yourself and others as thinking, feeling beings whose actions

have reasons.

S A F E T Y  WAT C H

If thinking about your feelings becomes overwhelming, the therapist must dial back and

help you calm down and ground before continuing. · MBT assumes you can talk and

reflect. If you are actively dissociating (feeling completely disconnected from your body) or

psychotic, stabilize that first. · Track suicide risk at every session. Reflecting on pain can

sometimes make it feel sharper in the short term before it gets better.

Selective Serotonin Reuptake Inhibitor (SSRI) — e.g. fluoxetine (Prozac),

sertraline (Zoloft) · Antidepressant

SSRIs are used when a personality disorder comes with major depression or severe anxiety

that therapy alone has not lifted. They block the pump that vacuums serotonin (a brain

messenger that steadies mood, sleep, and impulse control) back into the nerve cell after it

delivers its message. When you block that pump, more serotonin stays in the gap between cells

and keeps the calming, mood-lifting signal going. This helps you feel less hopeless, less

irritable, and a bit more able to use the therapy skills you are learning. SSRIs do NOT treat the

core personality pattern—they only cushion the depression or anxiety layered on top, so

therapy can work better.

You swallow the pill. It travels through your stomach into your blood and crosses the

barrier into your brain.

The drug parks on the serotonin reuptake pump on the sending nerve cell and blocks it, like

putting a cork in a drain.

Serotonin that would have been sucked back in stays in the synapse longer, so the calming,

steadying signal keeps going.

Over 4 to 6 weeks, the extra serotonin nudges your brain to grow new connections between

cells and dials down the amygdala's alarm volume. You start to feel steadier and less

crushed by hopelessness.
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S A F E T Y  WAT C H

In the first few weeks, some people—especially those under age 25—feel MORE restless,

agitated, or have stronger thoughts of suicide. Check in closely with your doctor during

this window. If the thoughts get urgent, call your doctor or a crisis line right away. ·

Common side effects: nausea (especially in the first week), headache, trouble reaching

orgasm, or feeling emotionally flat (like you cannot cry or get excited). · Do not stop the

medicine suddenly. Your brain has adjusted to the extra serotonin, and stopping cold can

cause dizziness, electric-shock feelings (called brain zaps), or rebound anxiety. Taper

slowly with your doctor's help. · Watch for serotonin syndrome if you take other drugs that

boost serotonin, like tramadol (a pain pill), certain migraine medicines (triptans), or the

herbal supplement St. John's wort. Symptoms: confusion, fever, fast heart rate, sweating,

muscle jerks. This is rare but dangerous. Go to the ER if it happens. · SSRIs can flip some

people into mania if they have hidden bipolar disorder. If you suddenly have racing

thoughts, need almost no sleep, feel invincible, or start wild spending or risky sex, stop the

SSRI and get a full mood evaluation right away.

Mood stabilizer — e.g. lamotrigine (Lamictal), valproate (Depakote) ·

Anticonvulsant used off-label for emotion regulation

Mood stabilizers are prescribed when you swing between rage and despair several times a day,

or when impulsive behavior—like spending sprees, dangerous driving, binge drinking, or drug

use—keeps wrecking your therapy progress. These drugs were designed to prevent seizures

(the electrical storms in the brain that cause convulsions), but they also calm overactive

electrical firing in the limbic system (your brain's emotion center). Lamotrigine works by

slowing the release of glutamate (the brain's main 'go' signal), which dampens emotional

surges. Valproate boosts GABA (the brain's main 'stop' signal) and also blocks the sodium

channels that let nerve cells fire too fast. Either way, your brain's emotional thermostat

steadies, so feelings do not spike as wildly or as often.

You take the pill every day. It enters your blood and crosses into your brain.

Lamotrigine parks on sodium channels and slows how fast they open, so nerve cells cannot

fire as frantically. It also dials down the release of glutamate, the 'go' signal.

Valproate increases GABA (the calming messenger) and blocks sodium channels, together

muffling the electrical storms that trigger sudden rage or despair.

Over weeks, the emotional highs and lows flatten out. You still feel things, but the swings

are not as violent. Impulsive urges lose some of their urgency, so you have a moment to

think before you act.
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S A F E T Y  WAT C H

Lamotrigine: Start at a very low dose and go up slowly. A rash can appear in the first 8

weeks. Most rashes are harmless and go away, but a severe rash called Stevens-Johnson

syndrome can be life-threatening. If the rash spreads fast, blisters, peels, or comes with

fever, mouth sores, or eye redness, stop the drug immediately and go to the ER. ·

Valproate: Can cause weight gain (sometimes a lot), hair thinning, hand tremor, and—

rarely—liver damage or pancreatitis (inflammation of the organ that makes digestive

enzymes). Your doctor will check liver enzymes and blood counts at the start and then

periodically. Valproate is extremely dangerous to a developing fetus—it causes neural tube

defects (the brain and spine do not form right). If you can become pregnant, you must use

reliable birth control and talk through the risks before starting. · Both drugs can make you

drowsy at first. Do not drive or use heavy machinery until you know how you react. · Do

not stop suddenly. Taper slowly to avoid rebound mood swings or, with valproate, a risk of

seizure even if you never had one before.

Low-dose atypical antipsychotic — e.g. olanzapine (Zyprexa), quetiapine

(Seroquel), aripiprazole (Abilify) · Antipsychotic used off-label for brief

psychotic or dissociative episodes

In a personality crisis, some people briefly lose touch with reality. You might see or hear things

that are not there, believe everyone is plotting to hurt you, or feel completely disconnected

from your own body (like you are watching yourself from outside). A low dose of an atypical

antipsychotic can quiet these episodes. These drugs mainly block dopamine D2 receptors.

Dopamine is a brain messenger tied to reward, motivation, and—when it floods certain brain

circuits—delusions (false beliefs) and hallucinations (seeing or hearing things that are not

real). Blocking D2 receptors dials down the false signals. Some of these drugs also block

serotonin 5-HT2A receptors, which helps with mood and impulsivity. The goal is SHORT-TERM

use—days to a few weeks—just long enough to restore your grip on reality, then taper off and

rely on therapy. These are not meant to be taken every day for months unless you have a

separate psychotic disorder like schizophrenia.

You swallow the pill. It travels into your blood and crosses into your brain.

The drug parks on dopamine D2 receptors and blocks them, so the flood of dopamine

cannot trigger false beliefs or voices.

Some also block serotonin 5-HT2A receptors, which calms agitation and smooths out wild

mood swings.

Within hours to days, your thinking clears. Paranoia fades. You can tell what is real again

and re-engage with therapy.
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S A F E T Y  WAT C H

Metabolic effects: Weight gain, rising blood sugar, and rising cholesterol are common,

especially with olanzapine and quetiapine. Your doctor will check fasting glucose and lipids

at the start, at 3 months, and then every year. If you already have diabetes or prediabetes,

these drugs need close monitoring. · Sedation: These drugs can make you very sleepy,

especially at first. Do not drive, use machinery, or make big decisions until you know how

you react. · Movement side effects: Even the newer 'atypical' antipsychotics can cause

stiffness, inner restlessness (akathisia—it feels like you have to pace or bounce your legs),

or—rarely—tardive dyskinesia (involuntary chewing, tongue movements, or facial grimaces

that may not go away). Using the lowest dose for the shortest time lowers this risk. ·

Olanzapine and quetiapine carry higher weight-gain and diabetes risk than aripiprazole.

Your doctor may choose aripiprazole if you are already overweight or have diabetes. · Do

not use antipsychotics just to chemically restrain someone because they are upset, angry,

or demanding. Use them only for true psychosis (losing touch with reality) or severe

dissociation.

Avoid polypharmacy · Prescribing principle (not a drug)

People in personality crises often end up on four, five, or more psychiatric medications at once

because every new symptom gets a new pill added. This is called polypharmacy, and it rarely

helps. The pills interact with each other, side effects pile up (tiredness, weight gain, confusion),

and it becomes impossible to tell which drug is doing what. Current guidelines say: pick ONE

target symptom—like depression, impulsivity, or a brief psychotic break—and use ONE

medication for it. Give it a fair trial (usually 6 to 8 weeks) at the right dose. If it does not work,

stop it. Add a second drug only if a completely separate symptom needs treatment (for

example, an SSRI for crushing depression PLUS a short-term antipsychotic for a psychotic

episode that is layered on top). Never add a drug just to 'try something' or because you feel

pressured. Keep the medication list short and the reason for each pill crystal clear.

S A F E T Y  WAT C H

At every visit, review the medication list with your doctor and ask: Is this still needed?

What is it doing? Can we taper one off? · Watch for drug-drug interactions, especially if

you see multiple doctors who do not talk to each other. Bring a complete list of every pill,

supplement, and over-the-counter medicine you take to every appointment. · Remember:

more pills do not equal better care. Therapy plus one or two carefully chosen medications

almost always beats a long, confusing medication list.
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Brief psychiatric hospitalization · Crisis intervention (not a medication)

If you are acutely suicidal (planning to end your life right now), have just made a serious

suicide attempt, or are so psychotic or dissociated that you cannot keep yourself safe, a short

hospital stay—typically 3 to 7 days—can break the immediate danger. The hospital removes

access to means of harm (pills, sharps, belts, cords), provides 24-hour monitoring so you are

never alone, rapidly adjusts medications if needed, and connects you to outpatient therapy and

social supports before you leave. The goal is stabilization, NOT long-term residence. Longer

stays often make personality crises worse—being locked up can deepen feelings of

helplessness, trigger more self-harm to get attention or relief, and delay you learning to cope

in the real world with real supports.

You are admitted to a locked psychiatric unit where anything that could be used for self-

harm—razors, shoelaces, cords, glass—is secured or removed.

A psychiatrist evaluates you for other conditions layered on top of the personality pattern—

like major depression, bipolar disorder, or psychosis—and adjusts medication if needed.

A social worker or case manager helps line up what you will need after discharge:

outpatient therapy appointments, housing, food, transportation, insurance, medication

refills.

Once you can promise to keep yourself safe (contract for safety) and have a solid plan in

place, you are discharged—usually within a week.

S A F E T Y  WAT C H

Do not admit someone to the hospital just because they are very upset or threatening self-

harm as a way to communicate distress. Admit only when the risk of death or serious

injury is truly imminent right now and outpatient safety planning has failed. Otherwise you

can accidentally teach that threatening harm is the way to get care. · Discharge planning

should start on day one, so you do not sit in the hospital for weeks with nothing happening.

· Make sure your outpatient therapist knows you are being discharged and can see you

within a few days. Gaps in care—when you leave the hospital and have no one to call—are

when crises reignite. · Watch for trauma triggers in the hospital. Being restrained, forced

to take medication, strip-searched, or denied privacy can retraumatize you and make the

crisis worse, not better.

Validate feelings, not behaviors · Therapeutic approach (not a medication)

People with personality disorders often feel that no one understands how much pain they are

in. When a doctor, nurse, or therapist dismisses your feelings—saying 'You are overreacting,'

'Calm down,' or 'It is not that bad'—you either shut down and stop talking, or you escalate

(yell, threaten, self-harm) to prove how bad it really is. Validation means the clinician says out

loud that your feeling makes sense given what you have been through, even if the behavior

1. 

2. 

3. 

4. 
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that followed is not okay. For example: 'It makes total sense that you felt abandoned and

crushed when your friend canceled plans at the last minute. That would hurt anyone who has

been left before. And also, cutting yourself to cope is not safe, and we need to find another way

together.' This calms the emotional storm just enough that you can hear feedback about the

behavior. It is a core piece of DBT and should guide every single clinical conversation.

You describe a crisis or an intense feeling to the clinician.

The clinician names the feeling and acknowledges that it is real and understandable: 'That

sounds incredibly painful. I can see why you felt that way.'

Then the clinician separates the feeling from the behavior: 'Your pain is real and makes

sense. The way you tried to cope—cutting, yelling, storming out—put you or someone else

in danger, so let us figure out a safer way to get through it next time.'

This two-step (validate the feeling, then redirect the behavior) keeps you engaged and

listening instead of defensive and shut down, so you can actually absorb what comes next.

S A F E T Y  WAT C H

Do not validate behavior that harms you or others. Only validate the underlying feeling

that drove the behavior. · Be consistent. If a clinician validates you in one visit and

dismisses you in the next, you lose trust and stop opening up. · If you interpret validation

as permission to keep doing the harmful behavior, the clinician must clarify immediately: 'I

hear your pain and it is real. I am not saying the cutting is okay. We have to find a different

way.'

Address social determinants of health (housing, substance treatment, therapy

access, food, transportation) · Integrated care principle (not a medication)

Personality crises almost never happen in a vacuum. You might be homeless, not know where

your next meal is coming from, actively using alcohol or drugs to numb the pain, stuck in an

abusive relationship, or sleeping three hours a night because your apartment is loud, cold, and

unsafe. No amount of medication or therapy will stabilize you if you do not have a safe place to

sleep, regular meals, and access to the supports you need to survive day to day. Every

treatment plan must include a checklist: Are you housed, or are you sleeping on a friend's

couch or in a shelter? Do you have Medicaid or insurance to pay for therapy and medications?

If you are using opioids, alcohol, or methamphetamine, are you offered medication for

addiction treatment (like buprenorphine for opioids or naltrexone for alcohol) at the same visit,

not told to 'get clean first'? Is your sleep environment safe and quiet? Do you have food? Can

you get to appointments, or do you need bus tokens or rides? Addressing these social

1. 

2. 

3. 

4. 
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determinants is not optional or extra—it is the foundation on which all psychiatric treatment

rests. Without it, nothing else works.

At the first visit, the doctor or social worker screens for housing, food security, substance

use, insurance, and access to care. They ask directly: Where are you sleeping? Do you have

enough food? Are you using drugs or alcohol? Can you get to appointments?

They connect you to a social worker or case manager who can help you apply for benefits

(like Medicaid, SNAP food stamps, disability), find transitional housing or a shelter bed, or

arrange medical transportation.

If you have opioid use disorder or alcohol use disorder, they offer medication for addiction

treatment on the spot—buprenorphine, methadone, or naltrexone—because waiting for you

to 'get clean' almost never works and people die waiting.

They make sure you have a phone (even a free government phone) and a stable address

where appointment reminders, prescription refills, and benefit letters can reach you.

They revisit these supports at every follow-up visit, because social stability can crumble fast

—you can lose housing, run out of food, or relapse in a week.

S A F E T Y  WAT C H

Do not prescribe medications you cannot afford or cannot pick up. Check the cost and

whether your pharmacy is open and reachable before writing the prescription. · Do not

discharge someone from the hospital to the street or to an unsafe home. That guarantees

they will be back in the ER within days. · If you are in active danger from a partner, parent,

or other family member, the team must connect you to domestic violence services, a safety

plan, and—if needed—emergency shelter right away. · Be honest about wait times. If

therapy has a three-month wait list, say so up front and offer a support group, peer

support line, or crisis hotline in the meantime so you are not alone.

Red flags

Active suicidal plan or recent attempt—always means immediate safety evaluation and

often psychiatric admission

Severe dissociation or psychotic symptoms (hearing voices, paranoia that others are

plotting against you)—can mean the person is in crisis and at high risk for self-harm

Escalating self-harm (deeper cuts, more dangerous methods like ligatures or overdoses)—

signals worsening distress and rising suicide risk

Substance intoxication during a crisis—sharply raises impulsivity and the chance of lethal

action

Stating they feel like a burden or have no reason to live—strong predictors of suicide

attempt in the near future

1. 

2. 

3. 

4. 

5. 

• 

• 

• 
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Nursing priorities

Assess suicide risk every shift using a structured tool (ask about plan, means, intent, and

recent self-harm), and remove dangerous items (belts, cords, sharp objects, pills) from the

room if risk is present. — The brain's emotion-regulation circuits (prefrontal cortex and

amygdala connections) are disrupted in personality disorders, so distress can escalate to

life-threatening action within minutes; environmental safety reduces impulsive self-harm.

Set clear, consistent limits on behavior (visit times, phone calls, staff check-ins) and

communicate the same plan across all shifts so every nurse responds the same way. —

Inconsistent responses (one nurse allowing extra time, another saying no) trigger

abandonment fears and anger, which activate the amygdala (emotion center) and worsen

emotional storms; predictability calms the nervous system.

Teach and practice one grounding skill each shift (hold ice, name five things you see, deep

breathing for six counts in and six out) and coach the patient to use it when distress starts,

before it peaks. — The prefrontal cortex (thinking brain) goes offline during emotional

crises, so practicing skills when calm builds automatic pathways; early use of skills can stop

the amygdala hijack that leads to impulsive self-harm.

Respond calmly and matter-of-factly to emotional outbursts or threats, without extra

attention or anger, and return to normal interaction as soon as the patient is calm. — The

brain's reward system (dopamine pathways) learns quickly; if crises bring more staff time

or dramatic responses, the behavior increases; neutral responses teach that calm

communication gets needs met.

Validate feelings (say 'I hear that you're in a lot of pain right now') while redirecting

harmful behavior (add 'and I can't let you hurt yourself; let's try the ice instead'). —

Validation activates the brain's social-safety circuits (ventral vagal system), which calms the

fight-or-flight response; pairing it with redirection teaches that feelings are okay but

dangerous actions are not.

Administer prescribed medications (SSRI like sertraline, mood stabilizer like valproate, or

short-term benzodiazepine like lorazepam 0.5 to 1 mg as needed) on time, and watch for

sedation or worsening suicidal thoughts in the first two weeks of an SSRI. — SSRIs increase

serotonin (a calming brain chemical) but can temporarily increase agitation and suicide risk

in young adults before mood improves; mood stabilizers dampen overactive emotional

circuits in the limbic system.

Collaborate with the treatment team to create a written safety plan that lists the patient's

warning signs, coping skills, people to call, and reasons to stay safe, and review it with the

patient daily. — The hippocampus (memory center) stores concrete plans better than vague

advice; having a written, rehearsed plan gives the prefrontal cortex a roadmap to follow

when the amygdala hijacks decision-making during a crisis.

1. 

2. 

3. 

4. 

5. 

6. 

7. 
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Document objective observations (exact words, actions, times) rather than judgments

('patient is manipulative'), and share patterns with the psychiatrist to guide Dialectical

Behavior Therapy referral or medication changes. — Personality pathology involves lifelong

patterns, not single events; tracking triggers, behaviors, and responses over days reveals

the patterns that DBT targets and shows whether medications are reducing emotional

intensity or impulsivity.

Sources

American Psychiatric Association DSM-5-TR (2022)

NICE Borderline Personality Disorder Guideline (2023)

Cochrane Review: Psychological Therapies for BPD (2020)

Journal of Clinical Psychiatry: Neurobiological Basis of BPD (2023)
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