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Background: There is a wealth of evidence to suggest that the Borderline Personality Disorder (BPD, or similar
Emotionally Unstable Personality Disorder, EUPD) construct is harmful. We provide a commentary on the ideas
expressed in the May Debate issue, highlighting both concerns and alternatives. Method: We bring together
lived experience, clinical and research expertise. This commentary was written collaboratively drawing on all
these sources of evidence. Results: We outline evidence that the BPD construct is invalid, harmful, not neces-
sary for effective treatment and a potential block to the development and evaluation of alternatives. Conclu-

sions: We ask readers to consider these concerns, perspectives and ideas.

Key Practitioner Message

tion.

* Thereis a wealth of evidence from a range of sources to suggest that BPD can be a harmful, invalid construct
that is unnecessary for and might be detrimental to treatment.

*  We propose that these risks are even greater in adolescence.
* We highlight alternative forms of practice that warrant further consideration, development and evalua-

Keywords: Borderline; personality disorder; adolescence; mental health

We are writing in relation to the May Debate issue
regarding the diagnosis of personality disorder (PD) in
young people (2022). In line with the debate issue, we
focus on BPD. In writing this commentary, we bring our
varied clinical, research and lived experience of mental
health/illness and services. We triangulate evidence
from these different sources to critically discuss the
assertions made and offer alternatives. The editorial
notes that ‘it seems remarkable that. .. we did not receive
clear scientific statements for the contra side’. We were
surprised that the editors were unable to find such con-
tributions. We would signpost interested parties to the
Twitter hashtags #HumanNotPD #TraumaNotPD
#PDInTheBin, the @SurvivorsNotPD and @RITB_

accounts, https://madcovid.wordpress.com/, https://
stopsim.co.uk/, and the recent commissioning report by
Lomani (2022). These represent just some of the many
communities where the PD construct and associated
models of care are actively resisted.

We first outline our stance. We believe that all mental
health services, clinicians, frameworks and treatments
have the capacity for iatrogenic harm. It is essential that
healthcare providers acknowledge this and strive
towards mitigating, rather than perpetuating harm. We
recognise the significant (research, theoretical, lived
experience, clinical) evidence of the harm caused by the
BPD construct and ideology. We are not anti-diagnosis
per se and believe in the potential value of a plurality of
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approaches; utilised with compassion, rigorous evalua-
tion and in collaboration with young people and families.
We acknowledge the experiences of young people and
families who view this construct as helpful (including
those shared in the debate issue itself); we will always
listen to these voices. We also acknowledge our own
blind-spots and are committed to continued learning
and listening.

The BPD construct is invalid

The categorical classifications of personality disorders
have been heavily criticised for many years as incom-
patible with the research evidence (Livesley &
Larstone, 2018): the categories are not distinct, not
temporally stable, poorly operationalised and influ-
enced by the interests of committee members. There are
256 combinations of symptoms which could result in a
‘BPD’ diagnosis (Watts, 2022). In the British Journal of
Psychiatry in 1988, Lewis & Appleby concluded that PD
‘appears to be an enduring pejorative judgement rather
than a clinical diagnosis’. The move to a dimensional
model risks applying this same judgement to more peo-
ple.

Adolescence is a time of developing one’s sense of self
and identity. Difficulties with self-concept, exploratory
and fTisk behaviours’, intense emotionality, unstable
relationships and impulsivity are the hallmarks of ado-
lescence, constituting critical developmental tasks. Of
course, this life stage does also bring rise to difficulties,
illness and pain that — if not supported adequately — can
persist and escalate into adulthood. We argue that in
this developmental context the use of the BPD construct
both pathologises normative adolescent experience and
presents a stigmatising and pessimistic obstacle to inter-
vening appropriately when needed. Complexities and
concerns related to this are recognised across disci-
plines.

Self-harm is increasingly prevalent in young people
(Griffin et al., 2018). There is significant overlap between
the presence of self-harm and BPD diagnoses and people
with lived experience report that self-harm is frequently
used as a reason for applying the BPD construct (Recov-
ery in the Bin, 2016). In this context, we risk diagnosing
thousands of young people with BPD, and the associated
risks of stigmatisation and iatrogenic harm.

We argue that the BPD construct is culturally situ-
ated: psychiatric nosology both incorporates and reflects
surrounding social factors such as misogyny, patri-
archy, transphobia, homophobia, ableism and colonial-
ism — which it then serves to perpetuate through the
weaponisation of pathological ‘personality’ — the othering
and marginalising of difference (Shaw & Proctor, 2005).
BPD was introduced in the DSM-III at the same time
hysteria and homosexuality-as-mental-illness were dis-
carded. Most people given this label are women
(WrenAves, 2020) and there is evidence for biases in the
diagnosis of BPD among lesbian, gay and bisexual peo-
ple (Rodriguez-Seijas, Morgan, & Zimmerman, 2021),
and trans people (Anzani, De Panfilis, Scandurra, &
Prunas, 2020).

There are also concerns about the misuse of the BPD
construct in autistic populations (Au-Yeung et al., 2019;
WrenAves, 2022), where women especially are often not
served well by the diagnostic processes. Use of the BPD
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construct is problematic especially in the context of evi-
dence that autistic people are at a disproportionate risk
of experiencing interpersonal violence, trauma, self-harm
and suicidal ideation. The notion of a ‘disordered person-
ality’ is antithetical to the neurodiversity paradigm and
pathologises difference (Au-Yeung et al., 2019).

Individuals diagnosed with BPD are 14 times more
likely to report childhood adversity than non-clinical
controls and three times more likely than other psychi-
atric groups (Porter et al., 2020). While we acknowledge
there is no ‘one size fits all’ approach to treating mental
health difficulties and no framework of understanding
should be imposed, it is important that young people are
able to access effective and compassionate treatments
for traumatic experiences. Diagnosing young people with
BPD is likely to provide an additional obstacle to the
already difficult process of accessing therapeutic ser-
vices and trauma-specific therapy (Charlie, 2019;
Lomani, 2022; WrenAves, 2020).

The BPD construct is harmful

There can be both positive and negative elements of
receiving a BPD diagnosis. Some of the positive aspects
of a diagnosis could be connecting with others, feeling
validated and increased sensemaking. However, there
are also many well-documented negatives, both on a per-
sonal and service level. For example, internalising
stigma, reduced access to treatments and negative,
harmful attitudes from professionals (McKenzie, Gre-
gory, & Hogg, 2022).

The BPD diagnosis is strongly associated with discrim-
inatory experiences that impact negatively on self-image,
including epistemic injustice (Watts, 2017). Many pro-
fessionals openly express contempt in relation to BPD
diagnoses (Lester, 2013), which no doubt impinges on
treatment success, in addition to causing iatrogenic
harm. People with lived experience vehemently and
eloquently express the harms that the construct brings
(Harvey, 2020; https:/ /www.bpdtestimonyarchive.org/;
https:/ /warriorwomandlj.wordpress.com/); seeing beyond
diagnosis and connecting with individuals is deemed
helpful.

We are concerned that increased use of the BPD con-
struct with young people, where self-image can be more
fragile and stigma might be internalised more readily
could lead to them internalising the stigma associated
with diagnosis, exacerbating any existing difficulties,
increasing the effects of trauma (where it is present) and
contributing to iatrogenic harm.

We understand the argument that the stigma sur-
rounding BPD in young people is a purely external/so-
cial phenomenon, and that the process of clinicians
using this diagnosis can somehow challenge this stigma.
However, we argue that the construct itself, and the ide-
ology that surrounds it, is inherently stigmatising,
because of the way it positions dysfunction within the
individual, and encapsulates and legitimises pejorative
judgements about ‘acceptable’ behaviour or personhood.
A strength of the Child and Adolescent Mental Health
Services (CAMHS) approach is a willingness to bring a
holistic understanding to needs and treatments;
acknowledging systemic influences — a move towards
more diagnostically led pathways risks undermining
this. Telling vulnerable and traumatised individuals that
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their psychological distress sits with who they inherently
are as a person could serve to reify already deep-seated
self-hatred and risk re-traumatisation (Harding, 2020).

There is a false link between the need for the BPD
construct and effective treatment

There is an argument that the use of the BPD construct
can lead to improved treatment. However, we argue that
this is an invalid assumption and labelling with the BPD
construct often has the opposite effect. Thus, it is not ‘di-
agnosis and treatment’ versus ‘no diagnosis and no
appropriate treatment’; it is possible to intervene with
appropriate treatment without labelling an adolescent
with ‘personality disorder’ and risking the harms out-
lined above.

It has been argued that seeing personality disorder as
a spectrum would reduce stigma. We would question
whether it should be the burden of young people to carry
the label of BPD until society sees fit to separate a con-
tentious and scientifically questionable diagnosis from
stigma. We have decades of evidence that stigma is both
inherent in and legitimised by the construct itself. We
would also question whether a healthcare professional
identifying with a spectrum of difficulties from a rela-
tively privileged and safe position is comparable to a vul-
nerable and relatively disempowered young person
being forced to accept a diagnostic construct as a form of
understanding or in order to access treatment (c.f.
Nell, 2022).

CAMHS are currently not adequately meeting the
needs of many young people but the causal link with a
lack’ of PD diagnosis has not been evidenced. We do
know, however, that diagnosis does not necessarily
equal treatment and can in fact lead to ‘off-rolling’,
denial of care and iatrogenic harm (WrenAves, 2020).
We run the risk of people feeling disillusioned by mental
health services, thus alienating and harming them fur-
ther. There will not be a one size fits all approach, but we
would strongly oppose any care pathway that is condi-
tional on the acceptance of a diagnostic construct such
as BPD.

There are legitimate alternative forms of service
provision that warrant investigation

One risk of increasing the use of the BPD construct to
organise and provide services is that it risks halting the
development, evaluation and implementation of alterna-
tives.

The New Ways of Supporting Child Abuse and Sexual
Violence Survivors Report (Lomani, 2022) recognises
the re-traumatisation that the BPD construct brings and
outlines proposals for trauma-informed, trauma-
specific pathways and services that are completely
removed from a personality disorder frame of under-
standing. There is an acknowledgement that across ser-
vices, access to trauma-informed care is essential for all
young people accessing mental health services, and that
there should be access to trauma specialist therapy for
all young people who have experienced complex PTSD.

In light of the increased use of the BPD construct in
the context of neurodivergence, there is a need for
improved screening and support for neurodevelopmen-
tal differences in CAMHS, especially ADHD and autism
in girls (https://autisticgirlsnetwork.org/autism-in-
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girls/) alongside reliable, accessible and effective post-
diagnostic support. Services will also need to recognise
the cultural context in which their provision is situated
and seek to dismantle or mitigate the oppressive societal
structures that might predispose or perpetuate suffer-
ing, rather than locating them in individuals. Healthcare
professionals might seek alternative frameworks, such
as relational, feminist perspectives (Harvey, 2020).

More effective, acceptable and accessible treatments
for self-harm in young people are sorely needed,
although they do not require the use of the BPD con-
struct. Self-harm represents a functional response to
essential human needs, the meeting of which is often
thwarted by social contexts, therefore more person-
alised, relational and holistic forms of support are war-
ranted.

I received a PD’ diagnosis before anyone even mentioned
‘trauma’ to me. Despite many years of involvement with
CAMHS, my childhood experiences were not named as
trauma until I went to adult services. Even then, it was only
mentioned in passing and I had to do my own research to
learn about the effects of trauma and link this with my diffi-
culties because nobody did this work with me.

Initially, the 'EUPD’ diagnosis felt validating and like an expla-
nation of something previously not understood, but someone
explaining that I was traumatised and helping me to under-
stand how my experiences had affected me would have done
the same thing without the extensive harmful effects. The PD’
label continues to be re-traumatising to me and has irrepara-
bly damaged my ability to trust and engage with healthcare
professionals, not to mention how it has affected the way I
view myself.

I wish I had been given the chance to understand myself and
my difficulties in the context of my life experiences and the
trauma I went through, rather than being told I had a person-
ality disorder. I was deprived of this opportunity and instead,
more trauma was caused to me with and through the PD’
label — with my response to this ongoing harm being inter-
preted as yet more proof I had a personality disorder. I was a
young person grieving and dealing with the effects of trauma —
the one thing I absolutely didn’t need was to be told my per-
sonality was disordered. [Maddie.]

When young people and families identify a PD diagno-
sis as potentially helpful, this should be acknowledged,
although it is important to note that, historically, often
no suitable, alternative diagnosis or framework of under-
standing has been offered. There might also be ways to
meet these needs without the additional burden and
obstacles of that construct (Charlie, 2019). Person-
centred explanations of one’s difficulties that do not rely
on diagnosis, such as collaborative psychological formu-
lation, or opportunities to connect with others with simi-
lar difficulties through peer support or community-
based approaches, provide alternatives that could meet
this same need for understanding.

Young people and their families deserve services that
meet their needs. These needs will be varied, subjectively
experienced and dynamic. Services therefore need to
adopt a pluralistic approach whereby interventions can
be accessed in a way that honours the sense a person
has made of their experiences and the available evidence
of the effectiveness of different approaches. The move
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towards such approaches will require recognising,
repairing, and resolving the harms done by constructs,
frameworks and interventions, and developing and eval-
uating alternatives in true collaboration with those who
use services.

Acknowledgements

S.H. coordinated the development and writing of the piece. All
authors should be considered to have contributed equally to the
contents and are listed in alphabetical order. The authors have
declared that they have no competing or potential conflicts of
interest.

Ethical information

This study did not require ethical approval as it is a com-
mentary piece and no new research procedures were
undertaken nor data generated.

Correspondence

Samantha Hartley, Zochonis Building, University of
Manchester, Manchester M13 9PL, UK;
Email: samantha.hartley@manchester.ac.uk

References

Anzani, A., De Panfilis, C., Scandurra, C., & Prunas, A. (2020).
Personality disorders and personality profiles in a sample of
transgender individuals requesting gender-affirming treat-
ments. International Journal of Environmental Research and
Public Health, 17, 1521.

Au-Yeung, S.K., Bradley, L., Robertson, A.E., Shaw, R., Baron-
Cohen, S., & Cassidy, S. (2019). Experience of mental health
diagnosis and perceived misdiagnosis in autistic, possibly
autistic and non-autistic adults. Autism, 23, 1508-1518.

Charlie. (2019). BPD diagnosis and what happens when care
borders on disinterest [Blog post]. Available from: https://
www.mentalhealthtoday.co.uk/blog/diagnosis/bpd-
diagnosis-and-what-happens-when-care-borders-on-
disinterest

Griffin, E., McMahon, E., McNicholas, F., Corcoran, P., Perry,
I.J., & Arensman, E. (2018). Increasing rates of self-harm
among children, adolescents and young adults: A 10-year
national registry study 2007-2016. Social Psychiatry and
Psychiatric Epidemiology, 53, 663-671.

Harding, K. (2020). Words matter: The Royal College of Psychia-
trists’ position statement on personality disorder. The Lancet
Psychiatry, 7, e25.

Harvey (2020). Meet me at the border: Exploring individuals’
experiences of being labelled with borderline personality

Child Adolesc Ment Health 2022; *(*): **—**

disorder using poetic inquiry and a feminist, relational psy-
choanalysis. University of London, Birkbeck College (United
Kingdom) ProQuest Dissertations Publishing.

Lester, R.J. (2013). Lessons from the borderline: Anthropology,
psychiatry, and the risks of being human. Feminism & Psy-
chology, 23, 70.

Lewis, G., & Appleby, L. (1988). Personality disorder: The
patients psychiatrists dislike. The British Journal of Psychia-
try, 153, 44-49.

Livesley, W.J., & Larstone, R. (2018). Handbook of personality
disorders: Theory, research, and treatment. New York: Guil-
ford Publications.

Lomani, J. (2022). New ways of supporting child abuse and sex-
ual violence survivors: A social justice call for an innovative
commissioning pathway. https://doi.org/10.31219/osf.io/
svz3w

McKenzie, K., Gregory, J., & Hogg, L. (2022). Mental health
Workers’ attitudes towards individuals with a diagnosis of
borderline personality disorder: A systematic literature
review. Journal of Personality Disorders, 36, 70-98.

Nell [@NellAitch]. (2022). Twitter. https://twitter.com/
NellAitch/status/1521818762172944384?s=208t=
NO6Ug1UAaQh9Gdf5VaqLDg

Porter, C., Palmier-Claus, J., Branitsky, A., Mansell, W., War-
wick, H., & Varese, F. (2020). Childhood adversity and bor-
derline personality disorder: A meta-analysis. Acta
Psychiatrica Scandinavica, 141, 6-20.

Recovery in the Bin. (2016). Experts by Experience Column — A
simple guide on how to avoid receiving a diagnosis of ‘person-
ality disorder’. Clinical Psychology Forum No 279, March
2016. British Psychology Society.

Rodriguez-Seijas, C., Morgan, T.A., & Zimmerman, M. (2021). Is
there a bias in the diagnosis of borderline personality disorder
among lesbian, gay, and bisexual patients? Assessment, 28,
724-738.

Shaw, C., & Proctor, G. (2005). I. Women at the margins: A cri-
tique of the diagnosis of borderline personality disorder. Femi-
nism & Psychology, 15, 483-490.

Watts, J. (2017). Testimonial injustice and borderline personal-
ity disorder. [Blog post]. Available from: https://www.
huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-
and_b_14738494 .html

Watts, J. [@Shrink_at Large]. (2022). Tweet. https://twitter.
com/Shrink at Large/status/1519329763621490690?s=
20&t=u2BbDmOrCe-yMgapNuOBQw

WrenAves (2020). BPD: It’s more than borderline abusive [Blog
post]. Available from: https://www.psychiatryisdrivingmemad.
co.uk/post/bpd-it-s-more-than-borderline-abusive

WrenAves (2022). #AutismNotPD: Borderline Personality Disor-
der Vs. Autism Spectrum Disorder [Blog post]. Available from:
https:/ /www.psychiatryisdrivingmemad.co.uk/post/
autismnotpd-borderline-personality-disorder-vs-autism-
spectrum-disorder

Accepted for publication: 2 July 2022

© 2022 The Authors. Child and Adolescent Mental Health published by John Wiley & Sons Ltd on behalf of Association for Child and

Adolescent Mental Health.


mailto:
https://www.mentalhealthtoday.co.uk/blog/diagnosis/bpd-diagnosis-and-what-happens-when-care-borders-on-disinterest
https://www.mentalhealthtoday.co.uk/blog/diagnosis/bpd-diagnosis-and-what-happens-when-care-borders-on-disinterest
https://www.mentalhealthtoday.co.uk/blog/diagnosis/bpd-diagnosis-and-what-happens-when-care-borders-on-disinterest
https://www.mentalhealthtoday.co.uk/blog/diagnosis/bpd-diagnosis-and-what-happens-when-care-borders-on-disinterest
https://doi.org/10.31219/osf.io/svz3w
https://doi.org/10.31219/osf.io/svz3w
https://twitter.com/NellAitch/status/1521818762172944384?s=20&t=NO6Ug1UAaQh9Gdf5VaqLDg
https://twitter.com/NellAitch/status/1521818762172944384?s=20&t=NO6Ug1UAaQh9Gdf5VaqLDg
https://twitter.com/NellAitch/status/1521818762172944384?s=20&t=NO6Ug1UAaQh9Gdf5VaqLDg
http://shop.bps.org.uk/publications/publication-by-series/clinical-psychology-forum-no-279-march-2016.html
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html
https://www.huffingtonpost.co.uk/dr-jay-watts/testimonial-injustice-and_b_14738494.html
https://twitter.com/Shrink_at_Large/status/1519329763621490690?s=20&t=u2BbDmOrCe-yMqapNu0BQw
https://twitter.com/Shrink_at_Large/status/1519329763621490690?s=20&t=u2BbDmOrCe-yMqapNu0BQw
https://twitter.com/Shrink_at_Large/status/1519329763621490690?s=20&t=u2BbDmOrCe-yMqapNu0BQw
https://www.psychiatryisdrivingmemad.co.uk/post/bpd-it-s-more-than-borderline-abusive
https://www.psychiatryisdrivingmemad.co.uk/post/bpd-it-s-more-than-borderline-abusive
https://www.psychiatryisdrivingmemad.co.uk/post/autismnotpd-borderline-personality-disorder-vs-autism-spectrum-disorder
https://www.psychiatryisdrivingmemad.co.uk/post/autismnotpd-borderline-personality-disorder-vs-autism-spectrum-disorder
https://www.psychiatryisdrivingmemad.co.uk/post/autismnotpd-borderline-personality-disorder-vs-autism-spectrum-disorder

	 Key Prac�ti�tioner Mes�sage
	 The BPD con�struct is invalid
	 The BPD con�struct is harm�ful
	 There is a false link between the need for the BPD con�struct and effec�tive treat�ment
	 There are legit�i�mate alter�na�tive forms of ser�vice pro�vi�sion that war�rant inves�ti�ga�tion

	 Acknowl�edge�ments
	 Eth�i�cal infor�ma�tion
	 Ref�er�ences
	camh12586-bib-0001
	camh12586-bib-0002
	camh12586-bib-0003
	camh12586-bib-0004
	camh12586-bib-0005
	camh12586-bib-0006
	camh12586-bib-0007
	camh12586-bib-0008
	camh12586-bib-0009
	camh12586-bib-0010
	camh12586-bib-0011
	camh12586-bib-0012
	camh12586-bib-0013
	camh12586-bib-0014
	camh12586-bib-0015
	camh12586-bib-0016
	camh12586-bib-0017
	camh12586-bib-0018
	camh12586-bib-0019
	camh12586-bib-0020


