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Borderline personality disorder (BPD) is a mental health condition that affects how a person feels, things, and related to others. It is marked by strong emotions, unstable moods, impulsive behaviour, and difficulties in maintaining relationships (Gunderson et al., 2018). People living with BPD often experience fear of abandonment, self-doubt, and sudden changes in how they see themselves or others. These symptoms can make daily life and relationships very challenging (Linehan, 2015). 
BPD is classified in the International Classification of Diseases, 11th revision (ICD-11) under the code 6D10 – Personality Disorder, will the Borderline Pattern Qualifier (6D10.Y) (World Health Organization, 2022). This report will first explain how the disorder is classified and diagnosed, showing how ICD-11 describes personality disorder in terms of service and traits. The next section will explore the main causes, treatment options, and rehabilitation approaches used to support people with BPD. It will also discuss the effectiveness and limitations of these treatments. 
The report will then move to examine current debates and emerging issues, such as the stigma around the label, “personality disorder,” gender bias, and trauma-informed care (Chapman, 2022; Herman, 2015). Finally, it will give recommendations for improving diagnosis, treatment, and professional practice before ending with a short conclusion.
Overall, this report aims to show a clear understanding of how borderline personality disorder is recognised, managed, and discussed within modern mental healthcare.
[bookmark: _Toc212249421]Classification and Diagnosis
Depart Health Organisation (WHO) has updated how personality disorders are described in the ICD – 11. Instead of listing separate types such as borderline, narcissistic, or antisocial, it now focuses on the level of Severity and certain personality traits (World Health Organization, 2022). These traits include negative affective, disinhibition, detachment, anankastic, and dissocialise. This new system gives a more flexible view of personality difficulties rather than placing people into fixed categories. (Mulder et al., 2021).
In ICD-11, borderline personality disorder is described as a “borderline pattern qualifier.” This means that when someone shows features such as unstable emotions, impulsive behaviour, feat of abandonment and a weak sense of self, the clinician may add this qualifier to describe their symptoms. This approach recognises that people can have various levels of personality difficulties and that borderline traits may appear in separate ways for everyone (WHO, 2022). 
The Change from “categorical” to a “dimensional” model is seen as more accurate and less stigmatising. It allows clinicians to focus on the person's level of functioning and distress rather than just a label (Zandersen and Parnas, 2019). It also makes it easier to plan treatment that fits the person’s needs instead of matching a checklist of symptoms.
Diagnosis
To diagnose BPD, mental health professionals look for a long-term pattern of emotional instability and difficulties in self-identity and relationships. The symptoms usually start by late adolescence or early adulthood. Common signs include:
· Strong and quickly changing emotions.
· Impulsive actions such as reckless spending or self-harm.
· Fear of rejection or being left alone.
· Intense and unstable relationships.
· Feelings of emptiness or boredom.
Clinicians often use structured interviews such as the Structured Clinical Interview for Personality Disorders (SCID-5-PD) or other personality assessments to support diagnosis (American Psychiatric Association, 2022). The process usually involves more than one meeting and may also include information from family or career to understand how the symptoms appear in daily life
The diagnosis must be made carefully to avoid misunderstanding or mislabelling. Many people with BPD have experienced trauma or other mental health conditions, so professionals must assess all aspects of the person's background and emotional health (Lewis and Appleby, 2021).
[bookmark: _Toc212249422]Aetiology and Risk Factors
Borderline Personality Disorder does not have a single cause. It develops through a mix of biological, psychological, and social factors that affect how a person thinks and reacts to emotions.
Biological Factors
Research shows that BPD has a genetic link. Studies with twins and families suggest that the risk of developing the disorder can be passed down, with heritability estimated between 40% and 60% (Amad et al., 2020). People with BPD may also have differences in how the brain processes emotions, especially in areas like the amygdala and prefrontal cortex, which control emotional reactions and decision-making (Ruocco et al., 2021). Problems with brain chemicals such as serotonin may also lead to impulsive or aggressive behaviour.
Psychological Factors
Early childhood experiences play a significant role in the development of BPD. Many people with this disorder have faced emotional neglect, rejection, or abuse during childhood (Winsper et al., 2020). These experiences can lead to insecure attachment patterns and make it hard for individuals to trust others or manage strong feelings later in life. Growing up in an unstable or critical family environment can also contribute to poor emotional regulation.
Social and Environmental Factors
Social surroundings have a strong impact on how symptoms develop. Exposure to family conflict, parental substance misuse, or unstable relationships can increase vulnerability (Crowell et al., 2019). Cultural and gender factors may also influence how emotional expression is understood and judged by others, which can affect diagnosis and support.
Interaction of Factors
Most experts agree that BPD results from the interaction between genetic predisposition and early of experiences. For example, a person who is naturally sensitive and reactive may struggle more if they grow up in an invalidating or abusive environment (Linehan, 2015). This combination can shape how all the individuals view themselves and others leading to the patterns seen in BPD.
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Borderline personality disordered (BPD) can be effectively managed with the right combination of psychological therapies, medication, and long-term rehabilitation support. The main aim of treatment is to help individuals regulate emotions, reduce impulsive behaviour, and build stable and fulfilling relationships. Treatment does not aim to eliminate all symptoms but to help people live more balanced, meaningful lives.
Psychological therapist remains the most effective and evidence-based approach for treating BPD. 
Dialectical Behaviour Therapy (DBT) is one of the most successful methods. It helps people learn mindfulness, distress tolerance, emotional regulation, and relationship skills (Linehan, 2015). DBT has been shown to reduce self-harm and hospital admissions in people with BPD (Cristea et al., 2017).
And other helpful approaches Mentalization-Based Therapy (MBT), which teaches people to understand their own Emotions and the feelings of others. This helps reduce misunderstandings and conflicts in relationships (Bateman and Fonagy, 2019).
Schema Therapy is also used to identify and change negative beliefs and patterns that developed from early life experiences (Young et al., 2016). For some individuals, Cognitive Behavioural Therapy (CBT) can help manage associated issues such as depression and anxiety.
Although psychological therapy is the foundation of treatment, medication can be used to mange specific symptoms. There is no single medicine that cures BPD: however, antidepressants, mood stabiliser, or antipsychotic medication may be prescribed to help reduce anxiety, depression, or mood swings (NICE, 2020). Medication is typically used as a short-term support and should always be carefully monitored to avoid over-reliance or side effects. Polypharmacy is using multiple medications at once and should be avoided as it can cause more harm than benefit (NICE, 2020).
Successful treatment often requires an integrated plan combining therapy, medication, and consistent emotional support. Rehabilitation focuses on helping people regain independence and stability through community services, peer-support groups, and family involvement (Ng et al., 2021). Social and occupational rehabilitation can further aid recovery by encouraging education, volunteering, or employment, which help build confidence and a sense of purpose.
Recover from BPD is possible with persistence, self-awareness, and the right support system. Studies show that many people experience significant improvements in symptoms and functioning over time (Gunderson et al., 2018). Consistent therapeutic engagement, medication management when needed, and a compassionate care environment together provide the best outcomes for long term recovery and quality of life.
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Therapies such as DBT and MBT are the most effective approaches for BPD, improving emotion regulation, self-understanding, and relationships (Cristea et al., 2017; Bateman and Fonagy, 2019). However, their success depends on client engagement and therapeutic relationships. Individuals with trauma histories may find it difficult to trust professionals, which can affect participation and progress (Lewis and Appleby, 2021).
Medication can help manage secondary symptoms like depression or anxiety but does not address the core causes of BPD. Therefore, therapy remains essential, with medication only as short term support (NICE, 2020). Overuse can lead tom dependency or side effects, making regular reviews crucial.
Access to therapy is another challenge, with long NHS waiting list delaying timely intervention. Stigma also remains a serious issue. People with BPD are sometimes viewed as “difficult” or “untreatable,” which may lead to exclusion from services or inadequate care (Lewis and Appleby, 2021).
While current therapies effectively reduce crisis behaviours, many still struggle with identity instability, loneliness, and social reintegration. Recovery based and peer-led programmes are improving these outcomes by focusing on empowerment and inclusion (Ng et al., 2021).
Overall, Therapy for BPD can be life-changing, but access, stigma, and overreliance on medication continue to limit progress. A trauma-informed, person-centres approach is essential for long-term recovery.
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Borderline personality disorder has been the focus of many debates in recent years. These discussions aim to improve how the condition is understood and treated. They also challenged the stigma and outdated beliefs that off once round personality disorders.
Debate about the Diagnostic Label
One of the biggest debates is about the label “personality disorder”. Many service users and professionals believe that the term is harmful and adds to stigma. It can make people feel blamed for their condition or seen as “difficult” rather than unwell (Lewis and Appleby, 2021). Some researchers and service users prefer the time “complex emotional needs”, as it sounds more compassionate and person-centred (NICE, 2020). Changing the label could help improve engagement and reduce feelings of shame. 
Gender Bias in Diagnosis
BPD is diagnosed far more often in women than in men. Studies showed that around 75% of diagnosed cases are female (Zandersen and Parnas, 2019). Some experts believe this reflects bias, as men may express distress in separate ways, such as anger or substance use, which are sometimes labelled as anti-social behaviour Instead. This gender gap shows the need for more balanced assessment and awareness of how symptoms can vary across genders.

Trauma-Informed Perspective
Many professionals now believe BPD should be viewed through a trauma informed lens. This means understanding the persons Behaviour as a reaction to past trauma rather than as manipulation or attention seeking (Herman, 2015). Research showed that childhood abuse, neglect, and emotional invalidation are strongly linked to BPD (Winsper et al., 2020). Trauma informed care focuses on safety, trust and empowerment instead of blame, which helps build better therapeutic relationships.
Neurodiversity and Reclassification 
Some recent debates link BPD with neurodivergence, suggesting that emotional intensity and sensitivity could be part of natural brain differences rather than a disorder (Chapman, 2022). This view challenges traditional psychiatry by promoting acceptance rather than medicalisation. It encourages professionals to see BPD as variation in emotional processing rather than a personality defect.
These debates show that while BPD is better understood today than in the past, mental health systems still need reform. Shifting towards a more compassionate, person-focused approach can reduce stigma, improve care, and support long term recovery.
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based on the findings and debates discussed, there are several steps that can help improve the diagnosis, treatment, and care of people with borderline personality disorder. These recommendations focus on making services more supportive, accessible, and person centred.
Use Trauma-Informed Practice
Mental health services should adopt trauma informed approaches in all areas of care. This means recognising that many people with BPD have experienced early trauma and need safety respect and understanding during treatment (Herman, 2015). Stop should receive training on how trauma affects behaviour and emotions so they can respond with empathy instead of judgement.
Improve Access to Specialist Therapies
Therapies such as Dialectical Behaviour Therapy (DBT) and Mentalisation-Based Therapy (MBT) should be made available in all NHS areas. Waiting lists for these services are often too long, leading to crisis and hospital admissions. More funding and training for therapists can help make specialists care easier to access (Linehan, 2015; Bateman and Fonagy, 2019).
Encourage Family and Carer Involvement 
Families and carers play a key role in supporting recovery. Services should involve them in care planning and offer education about BPD symptoms, triggers and communication strategies (Ng et al., 2021). This can reduce misunderstandings and strengthen support networks.
Focus on Early Intervention 
Early help can prevent symptoms from worsening. Schools, GPs, and youth services should be trained to recognise early signs of Emotional instability and refer individuals fall assessment and therapy before crisis occur (NICE, 2020). 
Long Term Recovery and Rehabilitation
recovery should not stop once symptoms improve. People with BPD benefit from ongoing community support, peer groups, and access to education or work programmes. This help build confidence, purpose, and social stability (Ng et al., 2021).
By applying these recommendations, Mental health services can create a more compassionate and effective system that focuses on long term recovery instead of crisis management.
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Borderline Personality Disorder is a complex condition that deeply effects how people think, feel, and connect with others. Eat often develops from a mix of biological vulnerability, early trauma, and social challenges. The symptoms can be distressing, but with the right support, people with BPD can recover and live meaningful lives.
The ICD-11 classification provides a more flexible and less stigmatising way to understand personality disorders. By focusing on severity and traits, it allows professionals to plan treatment around each person's needs rather than fixed labels. Therapies such as DBT, MB T and Schema Therapy have shown evidence of success when combined with empathy and long-term support.
However, challenges remain. Many people faced long wait for therapy, limited community resources, and negative attitudes from professionals. Stigma and misunderstanding continue to create barriers to care. For this reason, trauma-informed practice, early intervention, and better staff training are essential steps forward.
BPD should not be seen as a lifelong limitation but as a condition that can be managed and improved with the right help. With understanding, patience, and consistent support, recovery is possible, and individuals can build stable relationships and fulfilling features.
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