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Abstract 

Diagnosing Borderline Personality Disorder (BPD) in teenagers is complicated. Adolescence is already a 

turbulent time emotionally, so it can be hard to tell what’s a normal part of growing up and what signals 

a more serious issue. This paper looks at the main challenges involved in diagnosing BPD in adolescents—

like symptom overlap with other conditions, stigma, and limitations in existing diagnostic tools. It also 

explores why early diagnosis is important and how we can improve the way we identify and support teens 

who might be struggling with BPD. 

 

1. Introduction 

Borderline Personality Disorder (BPD) is a serious mental health condition marked by intense emotions, 

unstable relationships, impulsive behavior, and a shaky sense of self. For a long time, experts believed 

that BPD could only be diagnosed in adults. But recent research shows that teenagers can show clear signs 

of BPD, too. 

Still, many mental health professionals are hesitant to diagnose BPD in teens. That’s partly because 

adolescence itself is such a complicated, emotionally charged stage of life. Mood swings, identity shifts, 

and dramatic behavior can be typical—even expected. So how do we know when a teen is just going 

through a rough patch versus showing early signs of a personality disorder? 

 

2. Understanding BPD in Teens 

Teens with BPD often struggle with overwhelming emotions, unpredictable moods, self-harm, suicidal 

thoughts, and unstable friendships or romantic relationships. Studies suggest that BPD affects about 11% 

to 22% of adolescents in clinical settings (Miller et al., 2008). That’s a significant number—so clearly, 

this is something we need to understand better. 

Neurobiological and Genetic Factors in Adolescent BPD 

Recent studies suggest that neurobiological and genetic factors may play a critical role in the onset of 

Borderline Personality Disorder, even during adolescence. Brain imaging research has identified 

abnormalities in the structure and function of certain brain regions in individuals with BPD. Notably, the 

amygdala, which is involved in processing emotions, often appears overactive, leading to heightened 

emotional reactivity. In contrast, the prefrontal cortex, responsible for regulating emotions and impulses, 

tends to show reduced activity or underdevelopment in adolescents with BPD (Schulze et al., 2016). This 

imbalance may partially explain the intense emotional swings and impulsive behaviors associated with 

the disorder. 

In addition to brain function, genetic factors are increasingly recognized as contributors to BPD. Twin 

studies estimate that BPD traits are 40–60% heritable (Distel et al., 2008). Specific genes related to 
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serotonin regulation, such as 5-HTTLPR, have been linked to increased risk of emotional dysregulation, 

especially when combined with early life trauma. However, it is now understood that BPD arises from a 

gene-environment interaction—a combination of inherited traits and environmental stressors like neglect, 

abuse, or unstable family dynamics. 

Understanding these biological underpinnings is important, as it underscores that BPD is not simply a 

behavioral problem, but a complex condition with roots in brain chemistry and development. This 

perspective may also help reduce stigma and promote more compassionate, evidence-based treatment 

approaches. 

 

3. Why Diagnosis Is So Tricky 

Cultural and Societal Influences on Diagnosis 

Diagnosing BPD in adolescents also requires sensitivity to cultural and societal factors that influence how 

symptoms are expressed and interpreted. Different cultures have varying expectations for emotional 

expression, social behavior, and family roles, which can affect both how adolescents present symptoms 

and how clinicians perceive them. For example, in collectivist cultures, where emotional restraint and 

family cohesion are emphasized, a teenager’s intense emotional outbursts might be more alarming than in 

Western, individualistic societies where self-expression is encouraged. 

Moreover, cultural stigma surrounding mental health can deter families from seeking help or accepting a 

diagnosis. In some communities, labeling a young person with a psychiatric disorder—especially one as 

stigmatized as BPD—can lead to social isolation or shame. As a result, adolescents may go undiagnosed 

or misdiagnosed for years. 

There is also evidence that cultural bias may play a role in the under- or over-diagnosis of BPD in certain 

groups. For instance, young women of color are sometimes misdiagnosed with conduct disorder or bipolar 

disorder rather than BPD, possibly due to clinician bias or systemic misunderstandings of cultural behavior 

norms. 

For accurate and equitable diagnosis, it is essential that mental health professionals use culturally 

competent assessment tools, understand the adolescent’s cultural background, and avoid pathologizing 

behaviors that are normative within that context. 

3.1 Normal Teenage Behavior vs. Mental Illness 

Teenagers are still developing emotionally, socially, and neurologically. Things like mood swings or 

impulsive decisions can be part of that process. Because many of BPD’s symptoms—like unstable 

emotions or identity confusion—also appear in typical adolescent development, it’s easy to misread the 

signs or dismiss them as “just being a teenager.” 

3.2 Overlap With Other Disorders 

BPD symptoms can look a lot like those of other conditions, including: 

• Bipolar disorder (rapid mood changes, impulsivity) 

• Depression and anxiety (emotional instability, self-harm) 

• ADHD or conduct disorder (impulsivity, anger outbursts) 

This makes it difficult to tell which diagnosis is most accurate without careful evaluation. 

3.3  Fear of Labeling and Stigma 

Some clinicians avoid diagnosing BPD in young people because of the stigma associated with personality 

disorders. There’s a fear that giving a teenager this label might do more harm than good, leading to 
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hopelessness, judgment, or fewer treatment options. In some cases, even parents may resist the diagnosis 

because it sounds permanent or “too adult.” 

3.4 Lack of Teen-Friendly Diagnostic Tools 

Most diagnostic tools for BPD were designed for adults, not teens. Adolescents might express their 

struggles differently, and we don’t always have the right tools to pick up on those differences. This 

increases the risk of misdiagnosis—or missing the diagnosis altogether. 

 

4. Why Getting It Right Matters 

Not diagnosing BPD—or waiting too long—can have serious consequences. Teens with untreated BPD 

are more likely to drop out of school, struggle in relationships, experience depression or anxiety, and 

attempt suicide. The good news is that early treatment can make a big difference. Therapies like Dialectical 

Behavior Therapy (DBT) have been shown to help teens manage emotions and reduce self-harm (Mehlum 

et al., 2016). 

 

5. How to Improve Diagnosis and Care 

Advances in Diagnostic Tools and Techniques 

In recent years, several diagnostic tools have been developed or adapted to better assess BPD traits in 

adolescents. These tools are designed to be more developmentally appropriate and sensitive to how 

symptoms manifest in youth. 

One widely used instrument is the Borderline Personality Features Scale for Children (BPFS-C), a self-

report questionnaire designed for ages 9–18. It evaluates dimensions like affective instability, identity 

problems, and negative relationships. Research has shown that it can reliably identify youth at high risk 

for BPD when combined with clinical interviews (Crick et al., 2005). 

Another promising tool is the McLean Screening Instrument for BPD (MSI-BPD), which, though 

originally created for adults, has been used effectively in adolescents when modified appropriately. In 

clinical settings, structured interviews like the Structured Clinical Interview for DSM Disorders (SCID-

II) or the Child Interview for DSM Personality Disorders (CID-PD) can provide in-depth diagnostic 

clarity. 

Technological advances are also being explored, such as digital mental health apps that track mood and 

social interactions in real time. These tools can give clinicians more accurate, ecologically valid data on 

the adolescent’s day-to-day functioning, helping improve diagnostic precision. 

While no tool is perfect, using multiple methods—including interviews, observations, and self-reports—

can significantly improve the chances of an accurate, early diagnosis. 

5.1 Take Development Into Account 

Clinicians should look at patterns of behavior over time and consider the teen’s developmental context. A 

single outburst doesn’t necessarily mean BPD—but ongoing emotional instability and relationship 

struggles might be worth deeper assessment. 

5.2 Don’t Fear the Diagnosis 

Avoiding the BPD label out of fear can delay meaningful treatment. It’s better to recognize and name the 

problem early, so teens and their families can start getting the support they need. 

5.3 Involve Families and Educate Them 

Parents often play a key role in the healing process. Helping them understand what BPD is—and isn’t—

can reduce shame and encourage more constructive support at home. 
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5.4 Create Better Assessment Tools 

We need more age-appropriate tools that reflect how BPD shows up in teens. Instruments like the 

Borderline Personality Features Scale for Children (BPFS-C) are a good start, but more research and 

refinement are needed. 

 

6. Conclusion 

Ethical Considerations in Diagnosing Adolescents 

Diagnosing a personality disorder in a young person raises important ethical questions. On one hand, early 

diagnosis can allow for timely treatment and better outcomes. On the other, the diagnosis itself carries 

potential risks, such as labeling, stigma, and emotional distress. 

Adolescents are at a critical stage of identity formation. Being told they have a “personality disorder” may 

lead them to see themselves as damaged or broken. This can be especially harmful if not accompanied by 

education, support, and a hopeful treatment plan. Clinicians must therefore take great care in how they 

communicate the diagnosis, ideally framing it in terms of symptoms and behaviors that can improve with 

time and effort, rather than as a permanent flaw. 

Informed consent is another vital concern. Adolescents should be involved in decisions about their mental 

health whenever possible, and their families should be educated about the meaning and implications of 

the diagnosis. Confidentiality and sensitivity are key to building trust. 

Ultimately, ethical diagnosis of BPD in adolescents requires a careful balance—recognizing the 

seriousness of the condition while also offering hope, clarity, and access to effective care. 

Diagnosing BPD in adolescents is challenging, but avoiding the diagnosis altogether can leave teens 

without the help they need. The key is to be careful, not fearful—using developmental knowledge, clinical 

expertise, and compassionate communication to guide decisions. With the right tools and approaches, 

early intervention can prevent long-term suffering and set young people on a healthier path. 
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