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Introduction
Traditionally, BPD is characterised by pervasive personal relationship, self-image, affect regulation, and impulse control instability. Having been traditionally placed in the personality disorder categories, BPD has been among the most disputable psychiatric diagnoses because it was highly stigmatised, uncertain in its diagnosis and closely linked to trauma and self-harm behaviours. Patients with BPD are often characterised by severe emotional dysregulation, panic of abandonment, repeated suicidal behaviour, as well as persistent experiences of emptiness.
ICD-11 has been a major reform of the personality disorder classification. Instead of having several types of categorical personality disorder, ICD-11 came up with a dimensional model, which evaluates the severity and maladaptive personality traits. The implications of this reorganisation on concepts and diagnosis of BPD are immense (Giannoulis et al., 2025, p.1783). Although some may consider this change as evidence-based and progressive, others believe that such a move will eliminate clinically significantly important differences.
BPD is very pertinent in the health and social care because of its close relationships with crisis presentations, frequent hospitalisation, and increased risk of suicide. Simultaneously, it is among the most stigmatised mental health service diagnoses, which is usually believed that it is hard to treat. This report is a critical analysis of the ICD-11 BPD classification and diagnostic model, treatment and rehabilitation management, identification of debates and emerging concerns, and evidence-based recommendations to enhance practise and policy.
Classification and Diagnosis in ICD-11 
The categorization of borderline personality disorder (BPD) was greatly reformed with the release of ICD-11. In contrast to ICD-10, which classified BPD as an Emotionally Unstable Personality Disorder, which has different subtypes (impulsive and borderline), ICD-11 did not use categorical personality disorders but instead identified a dimensional model. The clinicians under the new system identify the severity of personality disorder (mild, moderate, or severe) and then specify key major maladaptive maladaptive personality trait domains, such as negative affectivity, detachment, dissociality, disinhibition, and anankastia (Shah et al., 2023, pp.304-314). The classical characteristics of BPD are preserved via a borderline pattern specifier as opposed to a diagnosis on its own.
This change is symptomatic of a rising body of empirical work that indicates personality pathology as a continuum and not discrete categories with definite delimitations. ICD-11 will increase diagnostic reliability and clinical utility by emphasising severity of dysfunction in self-functioning (identity disturbance, self-direction), and interpersonal functioning (empathy, intimacy). This model reduces the artificial comorbidity between the subtypes of personality disorder in theory and brings it closer to the modern way of understanding personality.
But the elimination of categorical diagnoses has created controversy. Critics state that the abolishment of the specific labels like BPD can lead to a decrease in the extent of clarity in the clinical communication and complicate the planning of services (Leichsenring et al., 2023, pp.670-679). Several treatment programmes have been designed to be specifically used in BPD such as Dialectical Behaviour Therapy (DBT), and the transition to a trait-based system can also cause confusion in the referral process. Moreover, the literature review traditionally focused on the categorical diagnoses, and thus, it is more difficult to compare cross-studies under the new dimensional model.
Under the ICD-11, diagnosis must include persisting patterns of maladaptive personality functioning which do not conform to cultural expectations, which are rigid to a variety of situations, and that lead to severe impairment or distress (Owczarek et al., 2023, pp.112-129). The borderline pattern specifier is used in cases where the emotional instability is marked, the relationships are intense and unstable, the person fears being abandoned, he or she is impulsive and self-harm behaviours recurrently. In comparison with episodic mental disorders, personality dysfunction needs to be chronic and observable in the course of time.
There is a serious matter of subjectivity in the severity. Although dimensional models are designed to add nuance, they are dependent on the clinical judgement of clinicians. This can enhance inconsistencies in diagnosis, more especially in the cross-cultural setting where the rules of expressing emotions vary (Chmiel and Kurpas, 2025, p.8230). There is also gender bias in the sense that women are more likely to have been diagnosed with BPD although when men present themselves with the same emotional regulatory problems they could be diagnosed with something different like antisocial personality disorder or substance misuse disorders.
Also, the close correlation between BPD and childhood trauma brings up concerns of whether the classification of personality disorders is sufficient to show underlying developmental influences. Even though the diagnosis does not necessitate any form of trauma, the fact that it is very prevalent in persons with borderline characteristics makes conceptual separation between personality pathology and trauma-related disorders more challenging. In general, ICD-11 is a positive effort to make personality disorders classification more modern. Nonetheless, the current issues are the consistency of diagnosis, gender bias, and dimensional malleability/clinical clarity.
Rehabilitation and Treatment 
Therapy of Borderline Personality Disorder has changed a lot within the last thirty years. Having always been viewed as unresponsive to intervention, BPD is currently recognised to be responsive to evidence-based psychotherapies. The most important of these is Dialectical Behaviour Therapy (DBT) a technique that integrates cognitive-behavioural with mindfulness and distress tolerance approaches (Forte et al., 2023, p.e12484). DBT specifically addresses the issues of emotional dysregulation, impulsivity, and frequent self-harm, which have proven to have high levels of empirical support in reducing suicidal behaviours and enhancing interpersonal functionality.
Mentalization-Based Therapy (MBT) is another evidence-based practise, which is aimed at increasing the ability of the person to cognitively comprehend their mental and others mental states. This becomes more applicable in lieu of interpersonal instability that borderline pathology is characteristic of. Another therapy that is observed to work is the Schema Therapy and Transference-Focused Psychotherapy, which focuses on maladaptive relational patterns that are based on early developmental experiences.
The secondary role of BPD management is played by pharmacological treatment. Core personality dysfunction is not treated directly with any kind of medication. In its place, psychotropic drugs can be given to treat the comorbidities like depression, anxiety, or mood swings (Keng et al., 2025, p.34). Nevertheless, there has been a rise of apprehension over polypharmacy and over-prescription especially during emergencies. Drug administration without ongoing psychotherapy would be a danger of treating the superficial symptoms at the expense of the underlying relational and emotional problems.
Rehabilitation is not restricted to alleviation of symptoms, but long-term functional recovery. Community-based programmes which are structured, planning of crisis situations, continuity of care is essential. BPD is characterised by many people presenting themselves at emergency departments multiple times because of self-harm or suicidal attempts. Consistency in therapeutic relationships provided in integrated community services is linked to better outcomes and fewer hospital readmissions.
The issue of stigma in a healthcare setting is a significant obstacle. People with BPD can be viewed as manipulative or resistant to treatment, which have adverse effects on clinical attitudes and therapy interaction (Enoksson et al., 2022, pp.2910-2920). There is a growing focus on trauma-informed practises, which take into consideration the fact that adverse childhood experiences are very common among people with borderline characteristics. These strategies foster empathy, safety, and consistency of relations.
The prognosis is better than it was previously thought in the long run. Studies indicate that in the course of time, a large proportion of people lose complete diagnostic qualities especially when they receive continued therapeutic care. However, without systematic rehabilitation, functional problems in the employment, education, and relationships can continue to exist (Cailhol et al., 2025, p.827). Multidisciplinary treatment comprising psychotherapy, crisis planning, community support, and vocational rehabilitation is therefore necessary to effectively treat the patient. It is necessary to go beyond crisis-oriented care to long-term therapeutic interactions to enhance the long-term outcomes.
Recent Controversies and New Problems. 
The Borderline Personality Disorder (BPD) is one of the most controversial and discussed diagnoses of modern psychiatry. One of the debates is whether BPD is to be still conceptualised as a personality disorder or redefined as a trauma-related disorder. Rates of childhood abuse, neglect and attachment disruption between people with borderline features have prompted some researchers to encourage the view that BPD is a manifestation of complicated responses to trauma and not a personality pathology (Leichsenring et al., 2024, pp.4-25). In this view, the concept of personality disorder can also suggest some character defects and stigmatisation. Trauma-informed reform advocates propose that reclassification would help to diminish blame and encourage a more compassionate and context-sensitive care.
Nevertheless, critics are worried that not every patient with BPD records a major trauma history and the reduction of the diagnosis to trauma-related disorders will depersonalise its multifactorial aetiology. Emotional dysregulation is also caused by genetic vulnerability, temperament and neurobiological factors (Cailhol et al., 2025, p.547). The ICD-11-dimensional model tries to go beyond the strict categorical descriptions with the focus on the severity and maladaptive domains of traits. However, there is still controversy on whether the borderline pattern specifier has the required clarity to be used in clinical practise and comparability of research.
The aspect of stigma is still a big new problem. The negative stereotypes have historically been linked with BPD, such as the manipulation or resistance to treatment. These attitudes may dictate and impact clinicians’ behaviour, affect empathy and access to services. Studies have shown that patients with BPD will complain that they are being invalidated or dismissed in the healthcare facility. Activities aimed at encouraging recovery-based and trauma-informed practice attempt to correct these negative discourses.
Another field of discussion is diagnostic instability. The longitudinal studies indicate that a significant proportion of people become no longer fully qualified as individuals with BPD as time passes, with a long-term therapeutic involvement. This puts the idea of enduring personality pathology in doubt as it argues personality disorders are not lifelong and thus fixed.
The issue of gender bias is also a major issue. Women are over-diagnosed with BPD, but men who have similar symptoms can be diagnosed with other conditions like antisocial personality disorder or substance misuse disorders (Drews-Windeck, Greenwood and Cavanagh, 2023, pp.2155-2185). This implies that the sociocultural norms about expression of emotions can influence the results of diagnosis.These discussions are examples of how BPD is not only a clinical construct, but a sociocultural construct, as well. The issue of diagnostic accuracy, trauma sensitivity, stigma management, and evidence-based care balancing is the focus of the continuous reformation in the fields of personality disorder identification and care delivery.
Recommendations 
To enhance the classification, diagnosis and management of Borderline Personality Disorder, it is important to be able to coordinate changes in clinical practise, training and policy. To start with, the use of trauma-sensitive frameworks ought to be incorporated into testing procedures in an organised manner (Ramadurai et al., 2025, pp.1-21). Since the factors of borderline have a close relationship with the negative childhood events, clinicians are encouraged to enquire about developmental history as a routine practise and not should they assume that the disorder is only characterised by trauma. This middle ground is able to put symptoms into perspective without a simplifying aetiology.
Second, evidence-based psychotherapies need to be made available. Dialectical Behaviour Therapy (DBT), Mentalization-Based Therapy (MBT) and schema therapy have a good empirical basis, but are not as widespread as desired in most areas (Waite et al., 2024, pp.635-643). Funding, training of special workforce and service commissioning should focus on long term structured therapy as opposed to short term crisis intervention.
Third, there must be stigma reduction programmes. Therapeutic pessimism may be targeted by professional training and confronting the myths about how people with BPD are manipulative and untreatable (Waite et al., 2024, pp.635-643). Incorporating recovery-based values into service cultures can enhance the engagement and the continuity of care.
Fourth, the crisis management systems ought to be redirected to community-based solutions, e.g. crisis houses and structured outpatient programmes to minimise repetition of hospital admissions (D’Iorio, Di Benedetto and Santangelo, 2024, p.105860). Regularity of the therapeutic relationships is related to better long-term outcomes.
Lastly, the clinical utility of the dimensional model of ICD-11 should be further investigated in longitudinal research, so that emerging classification systems are evidence-based and inclusive, as well as attentive to lived experience.
Conclusion
The BPD is one of the most argued and debatable diagnoses under the current psychiatric nomenclature. The dimensional model of ICD-11 introduces a crucial change in the way the conceptualisation of personality pathology is done, as it is no longer based on strictly defined categories but rather in the domains of severity and maladaptive traits. Although this reform is in line with the current studies on personality, it also comes with new dilemmas regarding the diagnostic clarity, service organisation and continuity with the current models of treatment.
The facts have proven that BPD is a disorder that is responsive to direct psychotherapeutic treatments, and traditional views of chronicity and futility of therapy are outdated. Still, the clinical experiences are still influenced by stigma, gender bias and crisis-induced models of service. Close relationship between borderline characteristics and trauma also makes the classification issues controversial, bringing up questions of whether the personality disorder models are sufficiently developed to include developmental context.
New debates on diagnostic instability and long-term remission propose that personality dysfunction might be a dynamic phenomenon as it has been thought to be before. These results support the significance of recovery-oriented and trauma-informed strategies that focus on growth, resilience and relational stability. Finally, to provide people with borderline personality challenges efficiently, the combination of evidence-based psychotherapy, the contextualised assessment, stigma reduction, and fair service accessibility is essential. Dimensional diagnostic models coupled with the use of compassionate, person-centred care can help mental health systems shift towards more ethical and effective responses to one of the most controversial conditions in psychiatry.
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What to Know About
DBT Therapy

 Developed from cognitive
behavioral therapy (CBT)

« Aims to help improve ability to
manage emotions

« It involves distress tolerance,
mindfulness, emotional
regulation, and interpersonal
effectiveness skills

 Can help a variety of mental
health disorders




