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forming trusting therapeutic relationships, often against 
a background of severe interpersonal trauma—should not 
be underestimated. As argued by Fonagy and colleagues, 
avoiding making a diagnosis on this basis could reinforce 
negative stereotypes of BPD. Nonetheless, this does place 
a responsibility on the mental health professionals firstly to 
be sure of the validity and utility of making such a diagno-
sis, and secondly to do as much as we can to combat the 
stigma associated with personality disorder.

Fonagy and colleagues highlight two difficulties with 
our current systems for diagnosing personality disorder that 
raise questions regarding its validity in both adulthood and 
adolescence. Firstly, Fonagy and colleagues recommend 
integrating dimensional factors alongside categorical crite-
ria when making a diagnosis of BPD in adolescents. This 
reflects a growing recognition of the questionable diagnos-
tic validity of personality disorders as distinct categorical 
entities. In adults, supposedly distinct personality disorders 
are often highly comorbid, and factor analyses of person-
ality disorder traits yield inconsistent results, with factor 
structures that do not resemble the distinct disorders out-
lined in DSM-5 [4, 9, 11, 13, 15]. The factor analytic struc-
ture of personality disorder traits in adolescents has been 
less well studied, with mixed findings. Using exploratory 
factor analysis of clinician ratings of DSM-IV personal-
ity disorder traits in a sample of 296 adolescent inpatients, 
Durrett and Westen [3] identified a factor structure resem-
bling the ten DSM-IV personality disorders. Conversely, 
when a Q-factor analysis—which identifies clusters of sim-
ilar people rather than clusters of co-occurring items—was 
applied to the same dataset, very different findings emerged 
[18]. Borderline personality disorder correlated with two 
empirically distinct and non-overlapping factors compris-
ing emotional dysregulation and histrionic traits. These 
findings suggest that the distinctions between personality 

This issue of European Child and Adolescent Psychiatry 
includes an ESCAP (European Society of Child and Ado-
lescent Psychiatry) Expert Article on borderline personal-
ity disorder (BPD) in adolescence authored by a working 
group led by Professor Peter Fonagy. This is part of a series 
of expert articles, the first of which, on anorexia nervosa 
[8], was published in the October 2015 issue of the journal.

The diagnosis of personality disorder during adoles-
cence has long been controversial, and ICD10 states that it is 
unlikely to be appropriate before the ages of 16 or 17 years. 
This expert review addresses some of the key concerns that 
have been raised; particularly that the longitudinal validity of 
the disorder (as a categorical construct) is not strong, the evi-
dence base for effective intervention for the disorder itself is 
still small, though it is developing, and that the diagnosis itself 
can be experienced as stigmatising. The authors do also help-
fully point out the important, but often overlooked, impact of 
not identifying and offering help to young people experiencing 
some of the key symptoms of this presentation, though diag-
nosis is not the only way to access effective services.

Fonagy and colleagues suggest that a key source of 
reluctance to diagnose amongst clinicians is concern about 
stigma. Adolescents with a diagnosis of personality disor-
der report encountering high levels of stigma, to a greater 
extent than adolescents with other severe mental health 
conditions, with BPD the strongest predictor of stigma [1]. 
The impact of this stigma on adolescents with a potentially 
fragile and negative self-concept—in addition to difficulties 
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disorders outlined in DSM-5 may not adequately reflect the 
true distribution of these presentations in adolescence.

Secondly, Fonagy and colleagues acknowledge that “the 
categorical stability of BPD in adolescents is relatively 
low”. In fact, estimates of stability vary widely from study 
to study. Using a semistructured diagnostic interview in a 
sample of adolescent inpatients, Mattanah and colleagues 
found that only 23 % still met diagnostic criteria for BPD 
2 years later [12]. By contrast, using a self-report ques-
tionnaire with a diagnostic cutoff in a sample of hospital-
presenting suicidal adolescents, Greenfield and colleagues 
found that 76 % still met criteria for BPD 4 years later [5]. 
These two studies illustrate the extent to which findings can 
vary between studies according to instrument and sample 
selection. Findings of low diagnostic stability in adoles-
cent inpatients mirror findings of low diagnostic stability 
in adults, with just 44 % continuing to meet criteria for 
BPD after 2 years [6], and 15 % after 10 years [7]. It was 
partly in recognition of the fact that personality disorders 
can be transient, like many other psychiatric disorders, that 
the distinction between Axis I and Axis II disorders was 
dropped in DSM-5.

What does this mean for the diagnosis and assessment 
of BPD in adolescents? On the basis of these and other 
difficulties with making distinct personality disorder 
diagnoses, ICD-11 is planning to no longer use different 
‘types’ of personality disorder in their primary classifica-
tion system. Instead, personality disorder will be a single 
dimensional construct, classified according to four pro-
posed levels of severity: personality difficulty, mild per-
sonality disorder, moderate personality disorder and severe 
personality disorder [16]. Severity will be determined by 
the extent to which the disorder affects an individual’s 
interpersonal relationships, performance of occupational 
and social roles, and risk of harming themselves or oth-
ers. Clinicians may then additionally choose to optionally 
classify the personality disorder according to five dimen-
sional domains: negative emotionality, disinhibition, dis-
social, anankastic and detached. Five very similar per-
sonality dimensions were proposed for DSM-5, although 
with no anankastic dimension and adding a psychopathy 
dimension [10]. However, this model was considered 
too unwieldy for clinical use and has been retained only 
as an idea for further study. In their paper in this edition 
of European Child and Adolescent Psychiatry, Fonagy 
and colleagues advocate further research on the utility of 
this hybrid model in adolescents. Whichever approach is 
favoured, we would argue that any new conceptualisation 
of personality disorder in adolescents should be evalu-
ated carefully. The ICD-11 model will soon enter clinical 
practice. It may prove simpler to use and clinical utility 
is an important consideration for integrating dimensional 
diagnostic systems into practice [14]. Another potential 

advantage of the shift in ICD-11 from a categorical to a 
severity-based classification is that it implies a diagnosis 
that is more open to change, with an individual able to 
transition from one level of severity to another over time. 
This in-built allowance for fluctuations in severity over 
time is likely to yield a diagnostic system that is more tem-
porally stable and better reflects the developmental course 
of personality traits and behaviour over a lifetime. This 
may also help to address some of the difficulties clinicians 
have with diagnosing personality disorder in adolescence, 
as they need no longer feel they are labelling an individual 
for life [17]. An additional area that warrants more con-
sideration is the involvement of service users in the design 
and delivery of service. This has a number of potential 
benefits, including keeping approaches to diagnosis and 
therapeutic responses in line with what service users find 
helpful [2].

Young people presenting with these difficulties, however 
described, are often amongst the most troubled and vul-
nerable we see in clinical practice. Fonagy and colleagues 
have helpfully set out the challenges, and offered some 
solutions, which should encourage us to review our work 
with young people and their families. On a personal level, 
each of us can also continue to fight stigma by challeng-
ing negative stereotypes when we encounter them in our-
selves and in others, by continuing to educate ourselves to 
better understand and respond to challenging behaviour and 
interpersonal dynamics, and above all, to remember to keep 
each person in mind as an individual.
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