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[bookmark: _Toc237608050]Introduction
[bookmark: _Int_zzdG3web]Personality disorder refers to an enduring and permeating difficulties in personality functioning that can influence an individual’s thoughts, emotions, behaviours and interpersonal relationships (World Health Organization, 2024). These difficulties can have significant consequences for mental health and social care, affecting relationships, education and employment, quality of life, and patterns of engagement with health and social care services. Historically, personality disorder has been a controversial diagnosis, with concerns surrounding stigma, diagnostic validity, the reliability of categorical classifications, and perceptions that these conditions are difficult to treat. 
[bookmark: _Int_ew7dS3uO]A significant development has been the transition from the ICD-10 categorical classification, which identified distinct types of personality disorder, to the ICD-11 dimensional approach. Instead of allocating individuals to fixed, separate diagnostic categories, the ICD-11 evaluates personality dysfunction according to severity alongside prominent personality traits, enabling a more individualised understanding of each person's presentation (WHO, 2024; Tyrer & Mulder, 2022). This reform represents a fundamental shift away from rigid categorical diagnoses towards a dimensional, person-centred framework – and approach that may reduce diagnostic stigma and support more multifaceted clinical formulation (Bach et al.,2022). However, significant questions remain regarding diagnostic reliability, implementation, overlap with neurodivergence conditions such as autism (May & Pilkington, 2024) and whether the new classification will translate into genuinely personalised treatment and rehabilitation (Pan and Wang, 2024)
This report will critically examine the classification and diagnosis of personality disorder within ICD-11, evaluate current treatment and rehabilitation approaches, and explore contemporary debates surrounding dimensional classification, stigma, neurodivergence and reclassification. It will also consider the implications of these issues for mental health practice and policy before proposing recommendations for improving assessment, treatment, and recovery- focused care. 
[bookmark: _Toc237608051]Classification and Diagnosis 
[bookmark: _Toc237608052]Personality Disorder in ICD-11
The classification of personality disorder has undergone a substantial transformation with the introduction of the International Classification of Diseases, 11th Revision (ICD-11). The shift from ICD-10 to ICD-11 marks a significant conceptual departure in how personality disorder is understood. Where ICD-10 relied on discrete categories — paranoid, dissocial, emotionally unstable, histrionic, anankastic, anxious and dependent personality disorders — ICD-11 replaces this categorisation with a dimensional framework based on severity and trait domains.This shift responds to well- documented limitations of the categorical model: substantial overlap meant individuals often met criteria for multiple diagnoses, simultaneously, undermining the assumption of discrete, mutually exclusive categories  (Monaghan and Bizumic, 2023). The categorical system was also criticised for internal heterogeneity, as individuals sharing one diagnosis could present very differently, raising concerns about its clinical utility and validity  (Monaghan and Bizumic, 2023). These limitations suggest personality functioning is better represented as a continuum of severity and trait expression rather than as fixed, qualitatively distinct types, lending support to ICD-11 ‘s dimensional reorientation (Swales, 2022).
Under ICD-11 clinicians initially establish whether an individual meets the requirements for personality disorder and then the determine its severity as mild, moderate or severe. Where personality difficulties fall short of the threshold for a formal disorder, ICD-11 permits a classification of “personality difficulty”, which can be further specified using five trait categorical specifiers — negative affectivity, detachment, dissociality, disinhibition and anankastia — alongside an optional borderline pattern qualifier. This reflects the assumption that personality pathology is dimensional rather than categorical (World Health Organization, 2024). 
The main strength of this reform is its capacity to produce individualised, clinically meaningful formulations. Rather than reducing a person to a single label, the dimensional model captures both severity and the specific configuration of difficulties, potentially reducing rather than assumed uniform across a diagnosis. This aligns ICD-11 more closely with recovery- orientated, person- centred care.
Although, the model’s clinical value depends heavily on consistent application by clinicians, placing significant weight on training and implementation. The evidence base also remains developing: Hualparuca- Olivera et al. (2024), in a meta- analysis of 49 studies and 370 effect sizes, found broadly adequate internal consistency for measures of personality disorder severity and trait domains, but noted that this does not equate to full diagnostic reliability, with further research needed on inter-rather agreement, test- retest stability, and concordance with interview- based diagnosis. 
A further challenge is implementation within services still oriented around ICD-10 terminology, particularly where concepts such as borderline personality disorder remain embedded in clinical practice. ICD-11 therefore represents a conceptually important advance, but one whose practical value depends on clinician competence, effective implementation, and evidence that dimensional assessment improves outcomes.
Ultimately, ICD-11 reframes the clinical question from “which personality disorder does this person have?” To “how severe are their difficulties, and which traits predominate?” Yet classification reform alone cannot resolve diagnostic uncertainty or stigma; its success should be judged by improvements in assessment, treatment planning and long- term recovery, not psychometric reliability alone (World Health Organization, 2024;Hualparuca- Olivera et al.  2024).

[bookmark: _Toc237608053]Diagnostic Process
[bookmark: _Int_U0OCvnSY]Diagnosis must not rely solely on symptom checklists; a holistic assessment is essential. This encompasses personality and interpersonal functioning, identity, emotional regulation, behaviour, cognition, and the duration, stability, and impact of difficulties on daily life. It must also consider social circumstances, trauma history, co- occurring mental and neurodevelopmental conditions, substance use, risk, and the individual’s developmental and culture context. As NICE specifies, assessment should evaluate functioning, coping, strengths, vulnerabilities, and social needs to guide appropriate support and rehabilitation (NICE, 2023).
A key limitation of personality disorder diagnosis is the potential of reducing complex psychological and social experiences to a diagnostic label (Scottish Government, 2022).
Behaviour labelled as personality pathology often stems from adversity rather than inherent traits, requiring holistic assessment. Adverse childhood experiences and trauma alter the brain development and stress regulation, relationship difficulties, producing emotional reactivity and mistrust- frequently misdiagnosed as enduring personality traits, yet these are survival adaptations, not pathology (WHO, 2024). UK research confirms individuals diagnosed with personality disorder report vastly higher rates of early trauma than the general population (BACP, 2024). 
Poverty, deprivation, and systemic discrimination further shape responses; emotional instability or guarded behaviour may reflect rational reactions to sustained hardship, inequality or marginalisation, not fixed dysfunction. Neurodevelopmental differences such as autism or ADHD also present with emotional intensity, social differences and sensory sensitivities easily mistaken for personality disorder (Science Insights Team, 2026).
ICD-11’s dimensional model encourages assessment of functioning and context, not just symptoms. Therefore, clinicians must distinguish adaptations to adversity from inherent personality dysfunction; trauma- informed, holistic assessment prevents misdiagnosis, reduces stigma and ensures person-centred care (Mulder, 2025).
[bookmark: _Toc237608054]Treatment 
[bookmark: _Toc237608055]Psychological Therapies and Medication 
[bookmark: _Int_6VjxfNBX]Evidence consistently demonstrates structured psychological intervention as the foundation of effective care, with NICE recommending formal therapies over routine medication. Approaches including Dialectical Behaviour Therapy (DBT), Mentalisation-Based Treatment, Schema Therapy and Cognitive Behavioural Therapy (CBT) which address emotional regulation, interpersonal functioning and underlying cognitive patterns, while psychodynamic frameworks explore developmental and relational roots — all centred on the therapeutic relationship and sustained engagement rather than symptom suppression. NICE specifically endorses structured therapy, noting DBT for those with recurrent self- harm (NICE, 2023).
[bookmark: _Int_0jDmvlbu][bookmark: _Int_RLpJ5Ymh][bookmark: _Int_ruCctoHA][bookmark: _Int_7KTMh5mo]This creates a critical tension with medicalised practice. NICE explicitly advises medication should not be used routinely for borderline personality disorder, nor antipsychotics as long- term treatment; drugs may only be justified for concurrent conditions or short- term crisis management (NICE, 2023). Relying on medication risks framing distress as biological dysfunction, obscuring trauma, social context and developmental need, and neglecting the relational work essential to recovery. Therefore, clinical priority should rest with psychological and psychosocial approaches that empower sustained change, whereas medication plays a limited, adjunct role – never a primary solution — reflecting ICD-11’s recognition that personality difficulties are fundamentally relational and contextual, not purely biological (WHO, 2024). 
[bookmark: _Toc237608056]Critical Debate: Is the ICD- 11 Model Better?
A defining concern is whether the label “personality disorder” inherently stigmatises by implying the individual’s personality itself is defective. UK evidence confirms this label carries particularly damaging connotations; clinicians often hold pessimistic views, and service users report feeling defined by pathology rather than understood as people experiencing distress (Elliott, 2023). Consequently, the term itself may become a barrier to compassionate care and recovery.
[bookmark: _Int_XIAAxNxY]ICD- 11’s dimensional approach directly addresses this by framing difficulties along a spectrum – from personality difficulty through severity levels – rather than assigning fixed, enduring labels.WHO’s terminology distinguishes the person from their condition, describing disturbances in functioning rather than a “disordered personality” (WHO, 2024). This shift from labels such as personality- related difficulties or impaired personality functioning is not merely semantic; it reduces stigma, acknowledges fluidity, and aligns with trauma- informed ad person- centred principles. Whether clinical practice fully adopts this more compassionate framing remains a critical test of the new classification’s real- world value (Elliott, 2023).
[bookmark: _Toc237608057]Neurodivergence and Diagnostic Overlap 
[bookmark: _Int_zN2OHVAj][bookmark: _Int_tvs3YICe]Distinguishing personality- related difficulties from neurodevelopmental conditions — including autism spectrum disorder, ADHD, and related presentations — represents a critical clinical and diagnostic challenge. Both categories exhibit overlapping features: emotional dysregulation, impulsivity, inflexibility or sensory differences, social functioning difficulties, and relationship challenges. Consequently, behaviours interpreted as personality pathology may instead reflect lifelong neurodevelopmental differences that have not yet been found or fully assessed (Lewis & Bacon, 2026).
[bookmark: _Int_rkaeqIhG]Crucially, this does not imply that personality- related difficulties are “actually” neurodevelopmental; rather, the significant symptomatic overlap creates diagnostic uncertainty, requiring careful differential assessment. ICD- 11 acknowledges the distinction between neurodevelopmental conditions, personality dysfunction, yet currently provides limited specific guidance on how to systematically differentiate them in clinical practice (WHO, 2024). This gap risks diagnostic overshadowing, where autistic or ADHD traits are misattributed to personality functioning, potentially delaying appropriate support and perpetuating misdiagnosis — particularly among women and individuals who mask their neurodivergence (Royal College of Psychiatrists, 2022). Therefore, ICD-11 should offer strengthened guidance to ensure clinicians comprehensively evaluate childhood trajectories, developmental history, and lifelong patterns before concluding that difficulties are primarily personality- related.
[bookmark: _Toc237608058]Impact on Practice, Policy and Recommendations 
[bookmark: _Toc237608059]Implications for Clinical Practice — Critical Analysis 
[bookmark: _Int_8Bidw5UP]ICD-11’s shift from rigid categories to dimensional, severity- based assessment demands a fundamental reorientation of clinical practice, exposing deep- seated limitations in current approaches, Historically, categorical labels have influenced access to care, yet evidence demonstrates they frequently oversimplify complex presentations, perpetuate harmful stereotypes and encourage diagnostic overshadowing (WHO, 2024). Many services remain structured around outdated diagnostic groupings, creating a systemic barrier: ICD- 11 cannot succeed unless practice itself is restructured around functioning, context and individual need rather than inherited categories.
[bookmark: _Int_Ji9U9FEa]Most critically, overlapping presentations with neurodevelopmental conditions – ADHD, autism, and related differences — remain insufficiently distinguished. Traits such a impulsivity, emotional lability, and social difficulty are routinely misattributed to personality pathology, particularly when developmental history is not explored; this diagnostic gap disproportionately affects individuals who mask differences, women, and those whose neurodivergence has never been formally identified (Royal College of Psychiatrists, 2022). Consequently, people receive inappropriate interventions, delayed support, and disempowering labels — precisely the outcomes ICD11 seeks to address. Practice must therefore embed developmental and trauma- informed assessment as standard, requiring improved tools, comprehensive training, and multidisciplinary collaboration that currently do not exist universally (Tyrer & Haigh, 2010).
Further, the enduring reliance on medication as a primary response contradicts evidence and NICE guidance; practice must actively rebalance toward psychological therapies, social recovery, and relational support— yet workforce shortages and service fragmentation limit implementation. Without these foundations adapted, ICD-11 risks becoming a technical revision with little real- world benefits (Care Quality Commission,2026).
[bookmark: _Toc237608060]Implications for Policy
Policy commitment to ICD-11 must extend beyond symbolic endorsement to substantive invest in the infrastructure its implementation demands: expand psychological therapy provision, developmental assessment capacity, community rehabilitation services, and genuine cross- sectoral coordination across health, social care, housing, and employment. This is not merely a resourcing gap but a structural contradiction — ICD-11’s person- centred, dimensional formulation of need sits in fundamental tension with service architectures organised around categorical entitlement, such that formal adoption of the classification risks remaining aspirational unless the systems it operates within are reconfigured accordingly (Roy et al, 2021).
[bookmark: _Toc237608061]Critical Evaluation and Evidence- Based Recommendations 
[bookmark: _Int_Pv3199lV]Historically, reliance on rigid categorical diagnosis to determine care access has obscured clinical complexity, fostering diagnostic overshadowing, therapeutic pessimism, and a conflation of personality dysfunction with neurodevelopmental difference or trauma response (Sarr et al,2024). The evidence – based recommendations below respond directly to these systematic limitations: 
1. Implement ICD-11 comprehensively— Mandate training in dimensional assessment, severity rating and contextual formulation; abandon rigid diagnostic thresholds that exclude or disempower.
2. Strengthen differential diagnosis — Routinely evaluate developmental history, neurodevelopmental needs, trauma, and social context before concluding personality dysfunction is primary (Lewis & Bacon, 2026).
3. Prioritise psychological and social recovery — Align care planning with NICE guidance: prioritise structured therapy, crisis support housing, occupation, and relationships; restrict medication to coexisting conditions or short- term crisis (Roy et al, 2021).
4. Embed anti-stigma practice — Adopt person- first, function- focused language; recognise that “disorder” labels can obscure context and reinforce pessimism.
5. [bookmark: _Int_h9sEHHI0]Monitor and evaluate — Track diagnostic accuracy, referral pathways, and outcomes to identify disparities and ensure ICD-11 delivers equitable, improved care. 

[bookmark: _Toc237608062]Conclusion 
[bookmark: _Int_f4GsqRqn]ICD-11 represents substantial progress in the classification of personality -related difficulties, moving decisively away from rigid, stigmatising categories towards a dimensional model based on severity assessment and individual trait profiles. This shift better reflects the complexity of lived experience, creates space to distinguish personality dysfunction from neurodevelopmental differences, reduces diagnostic labelling as identity, trauma response, or social adversity (WHO, 2024; Lewis & Bacon, 2026).
[bookmark: _Int_tCtCxAsv]However, classification reform alone cannot guarantee improved outcomes. The new framework’s value depends entirely on effective implementation: clinicians require structured training in dimensional assessment; diagnostic practice must routinely evaluate developmental history, neurodivergence, and adversity to avoid misattribution; and services must move beyond medication- focused care to deliver evidence- based psychological therapy alongside housing, employment, and community rehabilitation (Mulder, 2024; Royal college of Psychiatrists, 2025). Without these fundamental foundational changes, ICD- 11 risks remaining an administrative improvement rather than a clinical one. Ultimately, better classification enables better care — but only when matched by equal commitment to compassionate, person-centred practice, workforce readiness, and social recovery. 
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