
World Psychiatry 23:3 - October 2024� 445

its training material and remove biases that might impact fairness 
and equity. Each subdimension is awarded up to 2 points, for a 
maximum “equity and inclusivity” dimension score of 4.

The fifth dimension, “transparency”, remains from PsyberGuide, 
but now extends beyond data management to include the AI’s 
ownership, funding, business model, development processes, 
and primary stakeholders. It highlights the importance of provid­
ing clear and comprehensive information about operational and 
business practices, so that users are better equipped to make in­
formed decisions on using such technologies. It also aims to help 
developers adhere to best practices by disclosing information re­
garding their tools’ intention and governance. The “transparency” 
dimension carries a maximum score of 2.

Finally, the new sixth dimension of “crisis management” evalu­
ates the safeguarding of user well-being and whether the mental 
health AI tool provides immediate, effective support in emergen­
cies. It emphasizes comprehensive safety protocols and crisis man­
agement features that not only steer users to relevant local resourc­
es during crises, but also facilitate follow-through with these re­
sources. The “crisis management” dimension carries a maximum 
score of 2.

Integrating GAI, LLMs and GPTs into mental health care her­
alds a promising but complicated new era. The promise of these 
technologies for delivering personalized, accessible and scalable 
mental health support is immense. So, unfortunately, are the chal­

lenges. We developed the FAITA - Mental Health to equip users, cli­
nicians, researchers, and industry and public health stakeholders 
with a scale for comprehensively evaluating the quality, safety, in­
tegrity and user-centricity of AI-powered mental health tools.

With an overall score ranging from 0 to 24, this scale attempts 
to capture the complexities of AI-driven mental health care, while 
accommodating ongoing evolution in the field and possible adap­
tations to other medical disciplines. Formal research is required 
to empirically test its strengths, weaknesses, and most pertinent 
components.
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The problem with borderline personality disorder

In the late 1980s, the ICD-10 Working Party on Personality Dis­
orders had little evidence on which to base its decisions and, un­
derstandably, followed the lead of the DSM, with its well-funded 
and popular third and subsequent editions.

When the Working Party came to the sensitive subject of indi­
vidual personality disorders, it found that the evidence for “border­
line personality disorder” was insufficient for it to be included. But 
a lobby of supporters did not allow this, and eventually two extra 
personality disorder groupings were included under the heading 
of “emotionally unstable personality disorder” (F60.3) – an “im­
pulsive type” (F60.30), characterized by a “tendency to act unex­
pectedly” and to show “quarrelsome behaviour” and an “unstable 
and capricious mood”; and a “borderline type” (F60.31), charac­
terized by uncertain self-image, unstable relationships, efforts to 
avoid abandonment, and recurrent self-harm.

We have yet to see much evidence that the impulsive type (F60.​
30) has been used in practice. On the contrary, the borderline type 
is by far the most commonly used personality disorder diagnosis, 
so much so that the original splitting of the “emotionally unstable 
personality disorder” into two groups has been forgotten entirely.

In the ICD-11 revision group, more than two decades later, the 
same conclusion was reached: borderline personality disorder 
was not considered to be a suitable diagnosis for inclusion and was 
ignored, as indeed were all other categories of personality disorder  

in the new dimensional system1. But, as with the ICD-10, the bor­
derline diagnosis was not to be spurned by others. There was gen­
eral dissatisfaction with its omission2, and a strong appeal for it to 
be included in some form. Thus, the “borderline pattern specifier” 
was added as a compromise3.

How do we explain that, after two revision groups decided to 
exclude this condition as unsatisfactory, borderline personality 
disorder continues to be supported as a diagnosis? The standard 
explanations are that it is useful in clinical practice, is widely used, 
and gives options for treatment, unlike other personality disorders. 
However, the same could be said, almost exactly, of the diagnosis 
of neurasthenia between 1870 and 1990 (it appeared apologet­
ically in the ICD-10), which has now been recognized to be redun­
dant, as it was vaguely defined, was so prevalent that it lacked dis­
crimination, and became toxic through criticism and stigma.

These same concerns apply to borderline personality disorder. 
It is like a large bubble wrap over all personality disorders, easily 
recognized on the surface but obscuring the disorders that lie be­
neath. Personality abnormality is identifiable through traits that 
are persistent, exactly as normal personality traits. The features of 
borderline personality disorder are not traits, but symptoms and 
fluctuating behaviours4, and – like many symptomatic conditions 
– improve steadily over time5. When borderline symptoms are ex­
amined in factor analytic studies, they are scattered over a range 
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of both personality and other mental disturbance, and have no 
specificity6.

All attempts to find a borderline trait have failed. While border­
line symptoms appear coherent when examined in isolation, they 
disappear into a general personality disorder factor when mod­
elled alongside other personality disorder symptoms7. Borderline 
personality disorder symptoms strongly align with all other per­
sonality disorder symptoms, and the borderline personality disor­
der diagnosis is better conceptualized as moderate to severe per­
sonality pathology in general6. Gunderson and Lyons-Ruth may 
have been on to something when they identified the core of bor­
derline pathology as interpersonal hypersensitivity, a symptom-be­
haviour complex present in most personality disorders8.

An unsatisfactory diagnosis leads to imperfect treatment. Al­
though it appears that there are many treatments available for bor­
derline personality disorder, their value evaporates on analysis. While  
the treatments are complex, often time-consuming and well-con­
structed, they are no more effective than good psychiatric care, 
which now, in our current passion for three-letter acronyms, is 
called SCM (structured clinical management) or GPM (general 
psychiatric management). There is confusion over who should re­
ceive SCM and GPM and who needs the more complex interven­
tions of dialectic behavioural therapy (DBT), mentalization-based 
therapy (MBT), transference-focused psychotherapy (TFT), cog­
nitive behavioural therapy (CBT) and cognitive analytic therapy 
(CAT). Wheeling out stepped care as an answer sounds good but, 
because the diagnosis is so defective, nobody knows where stepped 
care is to begin.

An argument might be made that, while criticisms of the bor­
derline personality disorder diagnosis are valid, the term is famil­
iar to clinicians and could be seen as a synonym for moderate to 
severe personality pathology and lead to appropriate treatment 
with structured psychotherapy. The problem with this argument 
is that the term is a major source of stigma. Patients identified as 
having borderline personality disorder are seen as more difficult 
to manage even when their behaviour is the same as other patients 
without the label9. Access to treatment for other psychiatric disor­
ders – such as attention-deficit/hyperactivity disorder, substance 
use disorder or mood disorders – as well as for physical disorders 
may also become more difficult. The label borderline personality 
disorder devalues all other symptoms, so that they can be more 
easily disregarded. This, in turn, increases the sense of alienation 
that many patients with personality problems already feel.

We argue that the solution is to drop the borderline personality 
disorder diagnosis and replace it with a more transparent system 
of describing personality pathology. Since borderline personality 
disorder diagnoses are highly correlated with overall moderate to 
severe personality disorder, assessing the level of severity of pa­
tient dysfunction is the first step. Many patients with moderate or 
severe personality disorder will have features now called “border­
line”, such as emotional dysregulation, interpersonal hypersensi­

tivity and impulsive behaviours, but not everyone. Some will have 
prominent social and emotional detachment, others perfection­
ism and stubbornness, or self-centeredness and a lack of empa­
thy. These patients, with personality features described over many 
centuries, are largely ignored by treating personality disorders with 
a focus on so-called borderline features.

The new ICD-11 personality disorder classification allows this 
broader assessment. The dimensional classification of severity – 
which is divided into personality difficulty and mild, moderate and 
severe personality disorder – means that clinicians are encouraged 
to assess overall severity before focusing on specific symptoms and  
behaviours. The five domains (negative affectivity, detachment, 
dissociality, disinhibition and anankastia), similar to the Big Five 
in normal personality, allow a more nuanced description of these 
symptoms and behaviours, going beyond those encompassed 
within borderline personality disorder, particularly in the detach­
ment and anankastia domains.

This should lead clinicians to consider the whole spectrum of 
personality pathology in their patients, rather than losing interest 
when the borderline personality disorder criteria have been ticked 
off. A sophisticated formulation would hopefully lead to a range of 
interventions rather than standard protocol-driven treatment giv­
en to everyone. It might also encourage research around treatment 
for those with non-borderline personality disorder symptoms and 
traits.

In conclusion, borderline personality disorder may best be seen  
as a transitional diagnosis which drew attention to patients suf­
fering from moderate to severe personality disorders and encour­
aged structured psychotherapies to be tested. However, it has now 
emerged that the diagnosis is not related to specific personality 
traits, is overinclusive, and does not lead to specific treatments be­
yond structured clinical care. Its domineering presence in the field 
means that assessment and treatment of other personality pathol­
ogy is discouraged, and the whole concept of personality dysfunc­
tion is stigmatized. It is time for borderline personality disorder to 
lie down and die.
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