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Objective: The purpose of this study was
to test whether borderline personality dis-
order is a variant of bipolar disorder by
examining the rates of co-occurrence in
both disorders, the effects of co-occur-
rence on a longitudinal course, and
whether the presence of either disorder
confers the risk for new onsets of the
other.

Method: A prospective repeated-mea-
sures design with reliable independent di-
agnostic measures and 4 years of follow-
up was used to assess 196 patients with

borderline personality disorder and 433
patients with other personality disorders.

Results: Patients with borderline person-
ality disorder had a significantly higher
co-occurrence of bipolar disorder (19.4%)
than did patients with other personality
disorders. However, this co-occurrence
did not appear to affect the subsequent
course of borderline personality disorder.
Although only 8.2% of the borderline per-
sonality disorder patients developed new
onsets of bipolar disorder, this rate was
higher than in patients with other person-
ality disorders. Patients with other per-
sonality disorders with co-occurring bipo-
lar disorder generally had more new
onsets of borderline personality disorder
(25%) than did patients with other per-
sonality disorders without co-occurring
bipolar disorder (10%).

Conclusions: A modest association be-
tween borderline personality disorder
and bipolar disorder is reported.

(Am J Psychiatry 2006; 163:1173–1178)

Advocates for an expanded bipolar disorder construct
(i.e., a “bipolar spectrum”) believe that the affective labil-
ity and impulsive behaviors characteristic of patients with
borderline personality disorder derive from shared genes
and that borderline personality disorder should be recon-
ceptualized and reclassified as a part of the bipolar spec-
trum (1–3). This thesis is timely as psychiatry strives to de-
velop a nosology in which disorders are grouped into
spectrums on the basis of shared etiology (4–6). It is also
appealing because it encourages an optimistic view that
patients with borderline personality disorder might bene-
fit from the extensive research on bipolar disorder and
that these patients might also prove to be responsive to
mood stabilizing medications. Still, as reviewed else-
where, only a modest body of methodologically sound re-
search to date addresses the interface of borderline per-
sonality disorder and bipolar disorders, and of this
research, very little supports the thesis of a spectrum rela-
tionship between the two disorders (7).

Using data from the Collaborative Longitudinal Person-
ality Disorders Study, we address the interface of border-

line personality disorder and bipolar disorder, particularly
whether borderline personality disorder evolves into bi-
polar disorder (8). Table 1 summarizes six prior longitudi-
nal investigations of whether borderline personality disor-
der becomes bipolar disorder (9–14). The study conducted
by Akiskal and colleagues (10) is notable in that the highest
rates of new onsets (i.e., 15%) within 3 years are reported,
and their study is the only one to date in which the rate of
new onsets was higher than in the comparison group. The
two studies with the strongest methodologies (i.e., diag-
nostic assessments, sample size, length of follow-up)
showed fewer new onsets (i.e., 5.7%–9%) and reported no
difference from the comparison groups (13, 14).

Our study uses a prospective repeated-measures de-
sign, reliable and independent diagnostic assessments, 4
years of follow-up, and a comparison group with other
personality disorders. This data set was established to de-
termine the following: 1) whether co-occurring bipolar
disorder is more common in borderline personality disor-
der than other personality disorders; 2) whether co-oc-
curring bipolar disorder affects the demographics, co-
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morbidity, treatment utilization, and course of borderline
personality disorder; 3) whether borderline personality
disorder patients are more apt to develop bipolar disor-
der; 4) whether new onsets of bipolar disorder occur as an
evolution of borderline psychopathology or as sequelae
to either neurobiological changes or life event stressors;
and 5) whether co-occurring bipolar disorder confers in-
creased risk for developing new onsets of borderline per-
sonality disorder.

Method
Detailed descriptions of the Collaborative Longitudinal Per-

sonality Disorders Study project have been reported separately (8,
15). All participants gave informed consent before entering the
study. 

Participants 

Participants in this study included 629 treatment-seeking pa-
tients for whom follow-up data were collected for 4 years (at 6, 12,
24, 36, and 48 months). Patients were excluded if they had been
diagnosed with schizophrenia or schizoaffective disorder or if
they had current problems with substance abuse in which intoxi-
cation or withdrawal could confound assessments. For the pur-
pose of this study, patients were divided into the following two
groups: those diagnosed with borderline personality disorder (N=
196) and a comparison group of those diagnosed with other per-
sonality disorders (i.e., schizotypal personality disorder, avoidant
personality disorder, and obsessive-compulsive disorder) (N=
433) (Table 2). Patients in both the borderline personality disorder
group and the other personality disorders group were between
the ages of 18–45 and represented the full range of socioeconomic
classes. To examine the relationship of bipolar disorder to border-
line personality disorder, we divided the borderline personality
disorder group on the basis of presence (N=38) or absence (N=
158) of lifetime co-occurring bipolar I or bipolar II disorder. As a
comparison group, the patients with other personality disorders
were likewise divided on the basis of presence (N=34) or absence
(N=399) of lifetime co-occurring bipolar I or bipolar II disorder.
To assess whether co-occurring bipolar disorder increased risks

for new onsets of borderline personality disorder, we only exam-
ined patients with other personality disorders who had three or
less borderline personality disorder criteria at baseline (N=299),
thereby requiring an incremental increase of at least two border-
line personality disorder criteria in order to justify being labeled a
“new onset.”

Assessments 

All patients were evaluated at baseline using the Diagnostic In-
terview for DSM-IV Personality Disorders (16) and the Structured
Clinical Interview for DSM-IV Axis I Disorders (SCID-I) (17). Eval-
uations were conducted by clinically experienced interviewers
trained to distinguish axis I mental-state conditions from axis II
personality-trait phenomena. For the 10 axis I disorders where ad-
equate Ns existed, the interrater reliability median was 0.76, and
the test-retest kappa median was 0.64 (18). For bipolar disorder,
interrater reliabilities had a median kappa of 0.74. For borderline
personality disorder, the interrater and test-retest kappas were
0.68 and 0.69, respectively. The patients were evaluated again at 6,
12, 24, 36, and 48 months, with a prospective version of the Diag-
nostic Interview for DSM-IV Personality Disorders that records
monthly variations in borderline criteria. Retrospective reliability
for borderline personality disorder was good (kappa = 0.70). Lon-
gitudinal reliability between original raters and subsequent raters
was also tested. Correlations between new raters for the number
of criteria (mean=0.75–0.92) and correlation of new raters with the
original raters (mean=0.75–0.94) were similar. Thus, prospective
reliability was good, and rater drift was minimal (19).

Prospective assessments of bipolar disorder were evaluated us-
ing psychiatric status ratings of the Longitudinal Interval Follow-
Up Evaluation (20), which records weekly variations in major de-
pressive, manic, and hypomanic DSM-IV criteria. New onsets of
bipolar I disorder were defined as either 1 week or more of mania
in a patient with no prior manic or hypomanic episodes. New on-
sets of bipolar II disorder were defined as 1 week or more of hypo-
mania and 2 weeks or more of depression in a patient with no
prior hypomanic episodes. To examine stability, remission was
operationally defined as 2 consecutive months, with two or fewer
criteria for both borderline personality disorder and bipolar dis-
order. This definition, as used in other Collaborative Longitudinal
Personality Disorders Study reports (19), is a widely used prece-
dent in studies of major depressive disorder and other axis I dis-

TABLE 1. Studies of Whether Borderline Personality Disorder Patients Develop Bipolar Disorder

Study

Number 
of 

Subjects

Method of 
Borderline 

Personality Disorder 
Assessmenta 

Comparison 
Group Method

Length of 
Follow-Up 

(years)

New Onsets

Bipolar I Disorder Bipolar II Disorder 
N % N %

Pope et al. 
(9) 33 A, B, C, D NAb

Prospective single 
assessments 4–7 0 0 0 0

Akiskal et al. 
(10) 100 A

Other personality 
disorders (N=50)

Prospective single 
assessments 0.5–3 15b, c, d 15

Stone (11) 205 A NAb

Baseline 
diagnoses from 
retrospective 
chart review 10–23 11 5 5 2

Silk et al. 
(12) 9 A, B, C, D No

Prospective single 
assessments 1–3.5 0 0 0 0

Links et al. 
(13) 57 A, B, C

Non-bipolar 
disorder (N=24)

Prospective single 
assessments 7 1 2 4e 7

Zanarini et 
al. (14) 290 A, B, C, D

Other personality 
disorders (N=72)

Prospective re-
peat assessments 6 2 1.1 12e 4.6

a Direct interviews=A; DSM criteria=B; Reliability=C; Independent baseline and follow-up assessments=D.
b Comparison groups present, but the comparative rate of new onsets of bipolar disorders was not evaluated.
c Bipolar I and bipolar II disorder were combined. 
d Significantly higher rate than in the comparison group.
e Does not include prior new onsets that remitted.
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orders (21, 22). This definition of remission is arbitrary with re-
spect to personality disorders, but it was used in our study to
assure that most aspects of borderline psychopathology were ab-
sent—rather than merely having subthreshold or temporary lulls
in criteria.

The following are three possible precipitants for new onsets of
bipolar disorder, which were assessed using relevant data from
the preceding 4 months: 1) borderline personality disorder
evolves into bipolar disorder (monthly DIPD-prospective version
ratings were used to determine whether changes in the number of
borderline personality disorder criteria precede onsets); 2) neuro-
biological changes (weekly Longitudinal Interval Follow-Up Eval-
uation-based ratings were used to rate whether significant
changes in psychoactive medication usage or in substance use/
misuse had occurred); and 3) stressful life events (both the Longi-
tudinal Interval Follow-Up Evaluation narrative accounts and the
Life Events Assessment (23) identified whether significant life
events had occurred). Four authors (J.G.G., M.D., K.D.K., I.W.) in-
dependently rated whether the relevant data documented the
presence of these three precipitants as definite=2, possible=1, or
no=0. The level of agreement for borderline personality disorder
criteria changes was kappa=0.82. The level of agreement for neu-
robiological changes was kappa=0.64, and the level for life events
was kappa=0.71.

Analyses

We used chi-square analyses to examine whether the preva-
lence of bipolar disorder was more common in the borderline
personality disorder group than in the other personality disorders
group. We used chi-square analyses or analyses of variance
(ANOVA) to compare baseline differences in the 164 borderline
personality disorder patients without bipolar disorder to our tar-
get group of the 23 borderline personality disorder patients with
co-occurring bipolar I disorder and the 15 with co-occurring bi-
polar II disorder according to the following conditions: borderline
personality disorder criteria; global assessment of functioning;
comorbidity of major depressive disorder, alcohol/substance
abuse/dependence, or posttraumatic stress disorder (PTSD);
number of psychiatric hospitalizations; and types of prescribed
psychotropic medications (i.e., lithium, selective serotonin re-
uptake inhibitors [SSRIs], other antidepressants, neuroleptics,
anticonvulsants). Because of the number of comparisons be-
tween groups, Bonferroni corrections were used. This meant that
statistical significance was reached at p<0.006 for borderline per-
sonality disorder criteria and p<0.007 for medication types.

For the patients with and without bipolar disorder, compara-
tive rates of remission of borderline personality disorder were an-
alyzed using Kaplan-Meier survival methods. Repeated-measures
ANOVA was used to examine how co-occurring bipolar disorder
affected the course of the global assessment of functioning of the

borderline personality disorder patients and the number of weeks
of their hospitalization. Generalized estimating equations (24)
were used to examine whether co-occurring bipolar disorder af-
fected rates of medication usage across the 4 years. The general-
ized estimating equations models included a linear-time term to
test for an increase or decrease in the use of each medication over
time. Chi-square analyses were used to compare the rates of new
onsets of bipolar disorder, borderline personality disorder, and
other personality disorders and to compare the rates of new on-
sets of borderline personality disorder in other personality disor-
ders patients with and without bipolar disorder.

Results

As shown in Table 2, bipolar I disorder and bipolar II dis-
order were significantly more common in patients with
borderline personality disorder than in patients with other
personality disorders. Comorbid bipolar I or bipolar II dis-
order occurred in 19.4% of borderline personality disorder
patients, versus 7.9% of patients with other personality
disorders (χ2=17.71, df=1, p<0.001). Bipolar I disorder
alone was more common in patients with borderline per-
sonality disorder (χ2=7.48, df=1, p<0.006) than bipolar II
disorder (χ2=10.09, df=1, p<0.015).

The presence of comorbid bipolar I or bipolar II disorder
had no significant effect on baseline rates of number and
types of borderline personality disorder criteria, demo-
graphic data, global assessment of functioning, comorbid-
ity, or history of psychiatric hospitalizations. The only signif-
icant differences were that patients with comorbid bipolar
disorder had, as expected, histories of more use of lithium
(32% versus 6.7%, χ2=13.36, df=1, Fisher’s exact [two-sided]
p<0.0014) and more anticonvulsants (50% versus 17.8%, χ2=
11.59, df=1, Fisher’s exact [two-sided] p<0.0007). Because of
the limited number of bipolar patients, however, only large
differences could be detected reliably.

Next, we examined whether the co-occurrence of bipo-
lar I or bipolar II disorder at baseline affected the course of
borderline personality disorder. Of the 31 patients with
borderline personality disorder with co-occurring bipolar
disorder, 66% (N=19) achieved remission by 4 years, which
was the same as the 65% (N=89 of 141) for patients with
borderline personality disorder without bipolar disorder
( Wilcoxon χ2=0.0011, df=1, p<0.885). With respect to

TABLE 2. Co-Occurrence of Bipolar I and Bipolar II Disorder in Borderline and Other Personality Disorder Subjects

Bipolar Diagnosis Borderline Personality Disorder (N=196) Other Personality Disorders (N=433) p
N % N %

Bipolar I disorder 23 11.7 24 5.5 0.006
Bipolar II disorder 15 7.7 10 2.3 0.015
Bipolar I & bipolar II disorder 38 19.4 34 7.9 0.001

TABLE 3. New Onsets of Bipolar I and Bipolar II Disorder in Borderline and Other Personality Disorder Subjects

Bipolar Diagnosis Borderline Personality Disorder (N=158) Other Personality Disorders (N=399) p
N % N %

Bipolar I disorder 7 4.5 7 1.8 0.067
Bipolar II disorder 6 3.8 7 1.8 0.147
Bipolar I & bipolar II disorder 13 8.2 12a 3.1 0.007
a Two patients had onsets of both bipolar I and bipolar II disorder.



1176 Am J Psychiatry 163:7, July 2006

BORDERLINE PERSONALITY AND BIPOLAR DISORDERS

ajp.psychiatryonline.org

whether co-occurring bipolar I or bipolar II disorder af-
fected global assessment of functioning scores, we found
that global assessment of functioning scores improved
over the course of 4 years for patients with borderline per-
sonality disorder with or without bipolar disorder. Re-
peated-measures ANOVA showed no difference by group
(Wilk’s lambda F value=0.96, df=4, 138, p<0.44). Repeated-
measures ANOVA also showed that co-occurring bipolar
disorder had no effect on the number of hospitalizations
(Wilk’s lambda F=0.03, df=2, 10, p<0.97). Generalized esti-
mating equations, controlling for baseline usage, showed
that co-occurring bipolar I or bipolar II disorder had no
significant effect on use of SSRIs (χ2=1.28, df=1, p<0.26),
other antidepressants (χ2=0.01, df=1, p<0.91), neurolep-
tics (χ2=0.66, df=1, p<0.42), or anticonvulsants (χ2=0.68,
df=1, p<0.41) over the 4 years. The limited use of lithium
made this analysis unfeasible.

As shown in Table 3, patients with borderline personal-
ity disorder without lifetime bipolar disorder had seven
(4.5%) new onsets of bipolar I disorder during the 4-year
period. This was a higher rate, although not significantly,
than the seven (1.8%) new onsets found in patients with
other personality disorders without bipolar (χ2=3.36, df=1,
p<0.07). The borderline personality disorder patients had
six (3.8%) new onsets of bipolar II disorder, which was not
significantly higher than the 1.8% rate (N=7 of 399) of bi-
polar II disorder new onsets in patients with other person-
ality disorders (χ2=2.11, df=1, p<0.15). The combined rate
of new onsets for bipolar I and bipolar II disorder in the
borderline personality disorder group (N=13 of 158, 7.9%)
was significantly higher than the 3.1% rate in the other
personality disorders group (χ2= 7.29, df=1, p<0.007). Of
the new onsets, 10 of 13 (77%) for either bipolar I or bipo-
lar II disorder occurred in patients with borderline person-
ality disorder with current or lifetime major depressive
disorder at baseline, versus 12 of 14 (86%) in patients with
other personality disorders (χ2=3.15, df=1, p<0.77). (These
respective percentages are somewhat higher than the
overall lifetime rate of major depressive disorder in our
borderline personality disorder group [60%] or other per-
sonality disorders group [59%].)

We examined whether the new onsets of bipolar disorder
were preceded by changes in borderline psychopathology,
neurobiology, or life events. Our ratings indicated that in
no instance did these new onsets follow borderline person-
ality disorder criteria change (either increase or decrease).
Six new bipolar onsets followed significant stressful life
events; two followed significant neurobiological changes;
one followed both stressful life events and neurobiological
change; and no precipitants were observed in three.

To examine whether the presence of bipolar I disorder
or bipolar II disorder conferred a risk for development of
borderline personality disorder, we compared the 277 pa-
tients with other personality disorders without comorbid
bipolar disorder to the 22 patients with bipolar disorders.
The rates of new borderline personality disorder onsets

were generally higher in patients with other personality
disorder with co-occurring bipolar disorder (i.e., 23%, N=
5) than in patients with other personality disorders with-
out co-occurring bipolar disorder (i.e., 10%, N=28) (χ2=
3.31, df=1, p=0.07).

Discussion

Although our study provides significant improvements
in design and methodology, the results should still be inter-
preted with some degree of caution. For example, although
the rate of co-occurrence of bipolar and borderline disor-
der observed (i.e., the lifetime rates at baseline and new
onsets combined brought lifetime co-occurrence to 27.6%)
seems high enough to suggest a significant relationship,
this may not be the case. Analyses of co-occurrence rates
from multiple other studies show that the rate of border-
line personality disorder comorbidity in bipolar patients is
not higher than for patients with other personality disor-
ders (7). Moreover, the rate of bipolar co-occurrence in our
borderline personality disorder group is modest compared
to the rates found for other disorders (even before follow-
ing for new onsets). For example, in borderline personality
disorder patients, the rates of co-occurrence for major de-
pressive disorder, substance abuse, and PTSD were all
more than twice the rate we found for bipolar I and bipolar
II disorder (25, 26). Finally, because rates of co-occurrence
are always elevated in clinical samples, good epidemiolog-
ical data on the co-occurrence rates of these two disorders
in healthy populations are needed before a relationship
can be inferred. The validity of diagnosing new bipolar ep-
isodes, especially bipolar II disorder, when they are derived
retrospectively in follow-up interviews is also problematic
(27, 28). Thus, this study can offer the reassuring facts that
our interviewers were clinically experienced, and they used
standardized interviews on which they were well trained
and recurrently retrained to avoid rater drift. Moreover,
they had no preconceptions or hypotheses that might have
biased their efforts to document the manic episodes. These
state-of-the-art methods do not prevent mistakes, but they
are safeguards against systematic or idiosyncratic bias. A
third limitation worthy of comment is the composition of
personality disorders in our comparison group (i.e., obses-
sive-compulsive disorder, schizotypal disorder, and
avoidant disorder) that might be expected to have less
overlap with the affective and impulsive traits of bipolar
disorder and borderline personality disorder than would
other personality disorders such as antisocial and histri-
onic personality disorders. Had these latter two disorders
been assessed, they might have shed more light on
whether borderline personality disorder has a spectrum re-
lationship with bipolar disorder.

The presence of a co-occurring bipolar disorder had no
appreciable clinical significance on the clinical course of
borderline personality disorder—not in remission rates,
functional adjustment, or in treatment utilization as mea-
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sured by rates of hospitalization and medication usage.
The failure of comorbid bipolar disorder to be associated
with an altered rate of borderline personality disorder re-
missions echoes an earlier finding in which major depres-
sive disorder showed only a weak association with border-
line personality disorder remissions at 2 years (29) and
none at 3 years (30). These results suggest that borderline
personality disorder and bipolar disorder are not strongly
associated disorders.

Our study also shows, however, that patients with bor-
derline personality disorder are significantly more apt to
have comorbid bipolar I or bipolar II disorder than pa-
tients with other personality disorders and are more apt to
have new onsets of bipolar I or bipolar II disorder (when
combined, i.e., 7.9%). This rate (i.e., 7.9%) is similar to the
rates found by Links and colleagues (13) and Zanarini and
colleagues (14), and while it is approximately one-half of
the rate of onsets found by Akiskal (31), like Akiskal, it was
significantly higher than the comparison group. These
findings support the concept of a modest association be-
tween borderline personality disorder and bipolar disor-
der. This modest association is also supported by our find-
ing that patients with other personality disorders with co-
occurring bipolar disorder showed more new onsets of
borderline personality disorder. Still, given the other re-
sults in our study and those of other investigators (7, 32),
the modest association that has been observed between
borderline personality disorder and bipolar disorder is not
yet conclusive. Clearly, the new onsets of bipolar disorder
did not represent an evolution from borderline personal-
ity disorder psychopathology; rather, they most often fol-
lowed stressful neurobiological or life changes. It remains
to be determined whether a neurobiological disposition
toward onsets of bipolar episodes was created due to the
fact that our borderline personality disorder patients re-
ceived far more medications than our patients with other
personality disorders (33, 34).

In summary, our report on the longitudinal course of
borderline personality disorder demonstrates a modest
association with bipolar disorder. Nonetheless, the evi-
dence in this study for only a small association of border-
line personality disorder with bipolar disorder reinforces
other results (29, 30, 35, 36) that have documented a non-
cyclical, good prognosis course for borderline personality
disorder, thereby making a strong spectrum relationship
with bipolar disorder extremely unlikely.

Clinical Implications

Despite the fact that these disorders only co-occur in
10%–25% of patients with either disorder (7), it has be-
come unusual for patients with borderline personality dis-
order not to have been diagnosed with bipolar disorder,
usually bipolar II disorder. The absence of a strong associ-
ation between borderline personality disorder and bipolar
disorder, suggested in this study, indicates that clinicians
should attend to the differences. Sustained periods of ela-

tion, mood lability without evident stressors, or any period
of true mania make borderline personality disorder un-
likely or secondary. Periods of depression and irritability
are rarely instructive. Repeated angry outbursts, suicide
attempts, or acts of deliberate self-harm that are reactive
to interpersonal stress and reflect extreme rejection sensi-
tivity are axiomatic of borderline personality disorder. In
the presence of these symptoms, the diagnosis of a bipolar
disorder is unlikely or secondary.

Identifying the co-occurrence of borderline personality
and bipolar disorders may be helpful, but the current
widespread practice of diagnosing a patient with bipolar
disorder and omitting the borderline personality disorder
diagnosis has two damaging effects. The bipolar diagnosis
encourages patients and their families to have unrealistic
expectations about what medications can do. The real—
albeit modest—benefits that usually occur when border-
line personality disorder is present are then experienced
as a failure, which leads to polypharmacy and a growing
sense of despair. Moreover, omitting the borderline per-
sonality disorder diagnosis diverts therapeutic efforts
away from psychosocial interventions that can often make
a remarkable difference. Clinicians are frequently reluc-
tant to give patients a diagnosis of borderline personality
disorder because it is viewed negatively and is treated
most effectively when specialized services that may not
qualify for full reimbursement are used. In fact, however, a
diagnosis of borderline personality disorder offers pa-
tients a reasonable hope for a future that will not require
ongoing mental health intervention.
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